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Abstract 
Background 
Child and parent engagement in the therapeutic process has been linked to 
positive outcomes in several contexts of health care, particularly mental health. 
While child and parent engagement is advocated as an important part of 
occupational therapy practice, there is a paucity of research in this area. 
Engagement has been defined as a multifaceted state of involvement of the client 
over the therapy process in mental health and has been considered as both a 
process and a state in adult health care. In this thesis, the process and state of child 
and parent engagement as it manifests in occupational therapy will be explored. 
Aims 
The primary aim of this thesis was to understand engagement when working 
with children and their parents in occupational therapy. The objectives of this thesis 
were to: (1) review the literature on engagement and develop a perspective of its role 
in occupational therapy when working with children and families; (2) identify existing 
measures of parent engagement, examine which domains of engagement these 
measures capture and review their clinometric properties; (3) review measures of 
child engagement and motivation, examine which domains these measures capture 
and evaluate their psychometric properties and clinical utility; (4) develop an 
understanding of parent engagement through the perspectives of occupational 
therapists; (5) develop an understanding of child engagement from the perspectives 
of occupational therapy; and (6) explore occupational therapy strategies for 
engagement through therapy session observations and by gaining therapist 
perspectives. 
Research design  
Objective One was addressed by undertaking a literature review. Objective 
Two was addressed by conducting a systematic review on engagement measures 
for parents of children receiving developmental or rehabilitation services. Objective 
Three was addressed by conducting a literature search on child measures of therapy 
engagement. Objectives Four and Five were addressed by undertaking a qualitative 
investigation using interpretive description to understand occupational therapy 
perspectives about child and parent engagement through focus groups and/or 
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individual interviews. An interpretive description approach was also used to address 
Objective Six, which involved observing occupational therapy sessions and gaining 
occupational therapy perspectives through a key informant interview after the 
observation.  
Results  
The literature review resulted in a publication (Chapter Two) in which child 
and parent engagement were proposed to represent a process that could be 
informed by Self-Determination Theory (SDT). SDT proposes that the fulfilment of 
three psychological needs for autonomy, relatedness and competence will harness 
an individual’s motivation and therefore informs how engagement could be 
facilitated.   
The viewpoint paper also outlined that the state of child and parent 
engagement in occupational therapy could reflect affective, cognitive and 
behavioural domains of an individual’s investment in therapy.  
The systematic review on parent engagement measures of children receiving 
developmental and rehabilitation services found no current ideal measure of parent 
engagement that captured all three domains of engagement or was psychometrically 
sound (Chapter Three).  
The literature review in Chapter Four on child therapy engagement measures 
found the Paediatric Rehabilitation Intervention Measure of Engagement-
Observation to be the most appropriate measure. The chapter explored engagement 
measures that could be further informed by features of existing measures of 
motivation (age-appropriateness and self-report).  
A paper on parent engagement in occupational therapy is presented in 
Chapter Seven. Two overarching themes emerged: (1) parent-therapist relationship 
and; (2) therapist responsiveness. Four subthemes were embedded within these 
themes: (1) parent feelings; (2) time and timing of therapy; (3) levels of engagement; 
and (4) factors influencing parent engagement.  
A paper on child engagement in occupational therapy is presented in Chapter 
Eight. Four themes emerged from the data: 1) signs of child engagement and 
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disengagement; 2) it’s about the child feeling safe; 3) a sense of meaning and 
purpose; and 4) service and therapist factors influencing child engagement.  
A paper on strategies used to engage children and parents in occupational 
therapy sessions is presented in Chapter 9. Two themes emerged from the data that 
represented engagement strategies: 1) engaging the child; and 2) engaging the 
parent.  
Conclusions 
The findings of this thesis confirm the view that child and parent engagement 
in occupational therapy can be conceived as both a process of engaging with and a 
state of being engaged in therapy. The process of engagement and the strategies 
therapists use to engage children and parents were mapped against the tenets of 
SDT. The results of this thesis also demonstrate that the affective, cognitive and 
behavioural domain can somewhat represent child and parent engagement, and 
offers extension of the definition of these domains. Research into child and parent 
perspectives can provide more evidence to support the role of the cognitive domain 
in child engagement. Further work is also required to develop and test measures of 
child and parent engagement in developmental or rehabilitation settings and more 
specifically in occupational therapy contexts. 
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Chapter 1  Literature review, thesis outline and aims 
1.1 Introduction 
Occupational therapists have the knowledge, research evidence, intervention 
approaches and experience to help children and their parents address their occupational 
performance goals. Yet, despite these qualities, without the ability to actively involve the 
child and parent in the intervention, outcomes may be substantially impacted. The efforts 
of the occupational therapist in intervention planning and therapy intervention can be futile 
if both the child and parent are not engaged in, and committed to, the therapy process. As 
health practitioners who endorse the principles of family-centred practice, occupational 
therapists appreciate that both child and parent engagement is necessary for therapy 
effectiveness (Hanna & Rodger, 2002). In fact, child and parent engagement can be, and 
has been, considered foundational to therapy (Lawlor, 2012). Despite this 
acknowledgement of the fundamental importance of child and parent engagement, there is 
a paucity of research on how engagement manifests and is nurtured when working with 
children and parents in occupational therapy.  
The aim of this thesis is to develop an understanding of child and parent 
engagement in occupational therapy as it applies in developmental and rehabilitation 
practice settings. Research in therapy engagement is well established in mental health 
settings and an understanding of client engagement in occupational therapy in mental 
health settings may also be applicable for rehabilitation and developmental contexts (King 
et al., 2014). However, the nature of occupational therapy interventions in mental health 
settings may vary to interventions used in rehabilitation and developmental settings.  In 
developmental settings, occupational therapists support the “development of self-care, 
social, and self-management skills required for participation in home, school and in the 
community” (Occupational Therapy Australia, 2016, p. 4). In paediatric rehabilitation 
settings, occupational therapists work with children who have acquired and developmental 
conditions. Occupational therapists working in paediatric rehabilitation offer services 
“aimed at delivering interventions to individuals for their physical, psychological and social 
well-being” (World Health Organization, 2001). While occupational therapists working with 
children and families in developmental and paediatric rehabilitation settings will be the 
focus of this thesis, literature drawn from other areas of practice will also be reviewed as 
relevant.  
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While still scarce, research that explores client (child, youth and/or parent) 
engagement in paediatric rehabilitation is emerging (King et al., 2017; King et al., 2018; 
Smart et al., 2016). Client engagement in adult rehabilitation (Lequerica et al., 2009) and 
child and youth mental health (King et al., 2014) has received more research attention. 
This thesis will therefore draw upon the recent research from paediatric rehabilitation (King 
et al., 2017; King et al., 2018; Smart et al., 2016), adult rehabilitation (Lequerica et al., 
2009; Lequerica & Kortte, 2010) and child and youth mental health (King et al., 2014) to 
inform understanding of child and parent engagement in occupational therapy.  
Past research in occupational therapy has identified engagement as a key factor in 
facilitating meaningful and effective therapy sessions for children and their families 
(Lawlor, 2012). The significance of optimal child and parent engagement in facilitating 
positive therapeutic outcomes for children involved in rehabilitation has also been 
highlighted in recent occupational therapy literature (James et al., 2016; Levac, 2016; 
Miller et al., 2015). Levac (2016) explored an understanding of engagement in interactive 
computer play for children involved with home based intervention and found that therapists 
need to be focused on sustaining engagement over time. Levac (2016) suggested that 
there is a need for further research to explore how therapists can promote child 
engagement. While the importance of child and parent engagement in occupational 
therapy is beginning to be highlighted, the significance of client engagement in other 
settings is more established.  
 Client engagement has been demonstrated to be critical to the achievement of 
successful outcomes in a range of therapy settings. In child and youth mental health, high 
levels of parent engagement have been linked to improved child behaviour (Garvey et al., 
2006) and with improved parenting skills (Baydar et al., 2003). Patient engagement in 
adult rehabilitation (defined by attendance, acknowledgement of the need for therapy, 
attitude and active participation) has been associated with low levels of depression, high 
levels of positive affective states and increased functional gain (Kortte et al., 2007). In 
speech and language literature, engagement, defined as interpersonal involvement 
between individuals, is considered a crucial aspect of therapy interaction as it indicates 
commitment and involvement in the therapy process (Simmons-Mackie & Kovarsky, 2009). 
It is evident that there are disparities in how different contexts can understand therapy 
engagement.  
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Occupational therapy is well represented as a health service in developmental and 
rehabilitation settings. In this thesis, therapy is considered to comprise both face-to-face 
and home program elements. The former may occur in clinical settings or in the client’s 
home while home programs are usually implemented by parents alone in the home 
environment, albeit with guidance of therapists (Novak & Berry, 2014). Child and parent 
engagement has been considered important to bridging the gap between what happens in 
a therapy session and what happens at home (Lawlor, 2012). A recent study exploring 
child and caregiver perceptions of a home based interactive computer program for children 
with unilateral hemiplegia, proposed that therapists need to be aware of the unique needs 
and preferences of children and parents in order to optimize their completion of the 
recommended activities (James et al., 2016). There remains, however, a paucity of 
research to inform how engagement is conceptualised and the process by which it is 
enabled in occupational therapy.   
While the occupational therapy profession has evolved since its inception in 1917 
(American Occupational Therapy Association, 2017), the use of occupation as a tool for 
intervention is still embraced by many occupational therapists (Ziviani, 2015). In the 
context of adult rehabilitation, Lequerica et al. (2009) found that therapists reported that 
making therapy meaningful and goal-directed enhanced patient engagement. Using 
meaningful occupation and goal setting to guide intervention are processes that are used 
by occupational therapists when working with children and families, and it has been 
suggested that it is these elements that might contribute to optimal engagement (Rodger, 
2017). Engagement has been proposed to be a mediator of therapy effectiveness 
contributing to therapy outcomes for children and their families (Lawlor, 2012). It could be 
argued that using an occupation-focused approach gives a sense of meaning and purpose 
to intervention for children and families which may heighten their engagement. It is this 
occupational focus that distinguishes occupational therapists from other therapists (Kinn & 
Aas, 2009) and may offer a unique understanding of engagement. Further exploration into 
the unique nature and influences of child and parent engagement in occupational therapy 
is required.  
The following literature review commences with a discussion of the complexities of 
defining therapy engagement. It is acknowledged in contemporary literature that therapy 
engagement is a multifaceted construct, variously viewed as both a process and a state 
(Bright et al., 2015; King et al., 2018). Aspects that represent the process and state of 
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engagement will be considered with the aim of providing a working definition of 
engagement that is applicable to occupational therapy when working with children and 
families. 
The processes through which engagement is facilitated during and throughout 
therapy will be reviewed. Research into the processes of child and parent engagement in 
paediatric rehabilitation and where it exists in paediatric occupational therapy will first be 
explored. Then, the potential process through which child and parent engagement occurs 
in occupational therapy will be considered. The Synthesis of Child, Occupational 
Performance and Environment – In Time (SCOPE-IT) framework (Poulsen et al., 2013) will 
be used to articulate how performance of meaningful therapy activities (i.e. occupational 
performance) can contribute to changes in engagement over time. In addition, Self-
Determination Theory (SDT) will be discussed as a means of understanding how 
motivational processes influence child and parent engagement (Ryan & Deci, 2017).    
The state of child and parent engagement will also be described in relation to how 
this manifests in paediatric rehabilitation. The state of therapy engagement will be framed 
in terms of its affective, cognitive and behavioural domains (King et al., 2017). The 
affective domain encompasses the emotional involvement of the individual in the 
intervention process and with the therapist. The cognitive domain refers to beliefs about 
the need for intervention and the perceived effectiveness of therapy. The behavioural 
domain involves in-session participation and collaboration; and whether the individual 
performs recommendations outside of therapy sessions (King et al., 2017).  
Finally, factors influencing client engagement in various settings will also be 
discussed. Elements that impact engagement have been described as “determinants” of 
engagement in paediatric rehabilitation (King et al., 2017). These determinants can be 
categorised as relating to the client, intervention and service provider (King et al., 2017). 
Factors influencing client engagement in child and youth mental health and adult 
rehabilitation will also be reviewed.  
1.2 Definition of engagement 
The concept of therapy engagement has been explored for years in the mental 
health literature. In the past, terms such as adherence, involvement, attendance, 
compliance and participation have been used to describe therapy engagement 
(Cunningham & Henggeler, 1999; Littell et al., 2001; Staudt, 2007). In 1995, Liddle argued 
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that the definition of engagement is unique to the circumstances of engagement and that 
engagement cannot be discussed without identifying the population being engaged 
(Liddle, 1995).  
What has been consistently stated in the mental health engagement literature, is 
recognition that engagement is a fluid process occurring throughout therapy (Coastworth 
et al., 2001; Liddle, 1995; Staudt, 2007). Contemporary research in adult health care 
(Bright et al. 2015) and in child and youth mental health (King et al., 2014) describes 
engagement as a dynamic process that fluctuates over time (Bright et al., 2015; King et al., 
2018). This view has recently been introduced in paediatric rehabilitation (King et al., 2017; 
King et al., 2018) and occupational therapy literature (D'Arrigo et al., 2016). Engagement 
is thought to be cultivated throughout the course of therapy (Bright et al., 2015; King et al., 
2014; King et al., 2018).  
Bright and colleagues (2015) have described therapy engagement as both a 
process (engaging with) and a state (engaged in). As a process and state, engagement 
captures how a client gradually connects with the therapist or the therapy process and how 
this connection manifests in an active, committed and invested collaboration (Bright et al., 
2015). This implies that engagement is ever changing, impacted by multiple factors, rather 
than just representing a moment in time. 
1.2.1 Engagement defined as a process and state 
To gain an understanding of the process by which engagement occurs, it is useful 
to draw on theories of motivation. One of the most influential theories supporting our 
understanding of motivation is Self-Determination Theory (SDT; Ryan & Deci, 2017), a 
macro theory of motivation. According to a mini-theory of SDT, attending to an individual’s 
psychological needs for autonomy, relatedness and competence enhances a sense of 
well-being and supports self-determined behaviour (Ryan & Deci, 2017). Autonomy 
reflects the psychological need to experience a sense of personal control and choice; 
relatedness pertains to individuals feeling cared for and supported; and competence 
addresses an individual’s sense of mastery and success (D'Arrigo et al., 2016; Ziviani et 
al., 2013). The process by which engagement occurs could influence the state of 
engagement (what it looks like) when working with children and families in occupational 
therapy. 
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The state of engagement is likely to be different for each young person, child and 
parent, and will manifest in different ways throughout therapy (Bright et al., 2015; King et 
al., 2017; King et al., 2014; King et al., 2018). The state of engagement reflects “a 
multifaceted state of affective, cognitive and behavioural involvement in the intervention 
process” (King et al., 2017, p. 2). Affective involvement (i.e. emotional involvement in 
sessions, a positive attitude and trust in the therapist), cognitive involvement (i.e. beliefs 
about the need for intervention and therapy effectiveness) and behavioural involvement 
(i.e. in-session participation; behavioural collaboration; and carrying out agreed upon 
intervention outside therapy) all contribute to this multifaceted state (King et al., 2014). 
Understanding how these different domains of engagement manifest throughout an 
intervention in occupational therapy has the potential to inform current practice and 
enhance practitioner capacity to facilitate quality child and parent involvement. 
1.3 The process of facilitating child and parent engagement 
To aid in understanding the process of engagement when working with children and 
families in occupational therapy, an existing engagement framework in paediatric 
rehabilitation (King et al., 2017) will be explored. The potential process whereby 
engagement occurs in occupational therapy will then be proposed, drawing on the 
SCOPE-IT framework and the tenets of SDT (Poulsen et al., 2013).  
1.3.1 Process of child and parent engagement in paediatric rehabilitation 
The process of engagement in paediatric rehabilitation is proposed to represent a 
client change process that can be supported by the service provider (See Figure 1.1; King 
et al., 2017).  According to King et al. (2017), the client change processes that lead clients 
to an optimal engaged state include the individual’s receptiveness (affective), willingness 
(cognitive) and self-efficacy (behavioural). The client’s receptiveness reflects the client’s 
belief in the therapy and therapist (King et al., 2017). The client’s willingness denotes the 
client’s belief in the intervention and intervention effectiveness (King et al., 2017). The 
client’s self-efficacy involves their belief that the intervention plan is workable (King et al., 
2017). These processes can potentially be facilitated by the service provider through a 
SDT approach (Ryan & Deci, 2017).  
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Figure 1.1 Client Engagement in the Clinical Change Process (King et al., 2017). 
Awaiting permission of Taylor and Francis. 
 
Smart et al. (2016) conducted a qualitative study of strategies used to enhance 
youth engagement in a life skills program in paediatric rehabilitation. These strategies 
were interpreted through the three domains of engagement (affective, cognitive and 
behavioural). Strategies categorised under the affective domain included developing a 
relationship and using the youth’s strengths and preferences in the program. Strategies to 
support youth that represented the cognitive domain were helping youth see meaningful 
change by identifying client learning styles and helping the client see progress towards 
their goals. Strategies to support youth behavioural engagement included: ensuring 
support networks were adequate; facilitating client decision-making; and assisting clients 
to reach achievable goals and demonstrate competence. These strategies were proposed 
to influence the client change processes of receptiveness, willingness and self-efficacy 
leading to an optimal state of engagement in paediatric rehabilitation (Smart et al., 2016). 
Smart et al. (2016) concluded that these strategies were linked to research on how SDT 
can be used as a guide to support child and parent engagement in therapy.  
1.4 Proposed process of child and parent engagement in occupational therapy: 
Self-Determination Theory 
Child and parent engagement in occupational therapy could be facilitated through 
the tenets of SDT. The SCOPE-IT framework is an occupationally focused way of 
systematically investigating the many influences on a client’s motivation and occupational 
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performance in time. The macro-theory of motivation, SDT (Ryan & Deci, 2017), offers a 
way of understanding engagement processes (see Figure 1.2)(Poulsen et al., 2013).  
 
Figure 1.2 Synthesis of Child, Occupational Performance and Environment – In Time 
(SCOPE-IT) (Poulsen et al., 2013). Reproduced with permission of The Licensor 
through PLSclear. Copyright © 
 
The SCOPE-IT framework takes into consideration multiple child- and environment-
level factors that influence occupational performance and activity engagement. Visually 
represented by a watch, the SCOPE-IT framework proposes that child, occupational 
performance and environment elements are depicted and proposed to change over time. 
There are watch bands on either side of the clock face. Located on the left-hand watch 
band links are child-level factors (i.e. physical, psychological and temporal characteristics 
of the child such as motor skill proficiency, temperament and age of the child). 
Environment-level factors are positioned on the right-hand watch band and include 
temporal, physical and sociocultural elements (e.g. time of day, location, therapist 
characteristics) all of which impact an individual’s motivation and engagement. The clock 
face itself depicts three watch hands; each of which represents one of the basic 
psychological needs proposed in SDT: autonomy, relatedness and competence. 
Theoretically, the satisfaction or thwarting of these three needs is proposed to influence 
activity participation and motivation over time. The authors of this thesis propose that 
motivation could be interpreted as a precursor to, or an outcome of engagement. How the 
SCOPE-IT model and SDT has been used to understand the processes of engagement in 
therapy will be demonstrated in the following section. The use of SDT has been promoted 
as a theoretical framework used to understand and harness a child’s motivation and 
engagement in paediatric rehabilitation (Meyns et al., 2018). 
1.4.1 Autonomy 
Therapy engagement can be facilitated by attending to an individual’s need for 
autonomy (e.g. offering choice) to heighten self-driven behaviour (Deforche et al., 2011; 
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Simoneau & Bergeron, 2003; Su & Reeve, 2011; Vansteenkiste & Sheldon, 2006). In this 
context, autonomy refers to, “being the perceived origin or source of one’s own behaviour” 
(Deci & Ryan, 2002, p. 8). Activities and environments that foster control, novelty, are fun 
and have meaning have been found to optimise therapy outcomes for children with 
unilateral hemiplegia, even with potentially challenging interventions such as constraint-
induced movement therapy (Gilmore et al., 2010; Miller et al., 2015). Activities that offer 
new experiences, are exciting and tailored to the child’s interests are proposed to facilitate 
motivation in children engaged in paediatric rehabilitation (Meyns et al., 2018). 
Providing choice and options in interventions have consistently been referred to in 
occupational therapy as a way of engaging children in interventions (Gilmore et al., 2010; 
Levac, 2016; Miller et al., 2015; Ziviani, 2015). Offering choice and allowing individuals to 
have control encourages parents and children to engage in collaboration, initiation of 
action, establish meaningful goals and set timelines (Su & Reeve, 2011). 
Providing meaningful rationales and offering explanations assists an individual to 
understand why undertaking tasks can facilitate achievement of personally meaningful 
goals (Deci et al., 1994; Su & Reeve, 2011). Discussing benefits of activities, answering 
questions (rather than dismissing) and facilitating interventions in a way that is age 
appropriate (Cuskelly & Poulsen, 2013; Deci et al., 1994; Su & Reeve, 2011; 
Vansteenkiste & Sheldon, 2006) help children and their parents understand how the 
intervention relates to them and their goals, facilitating goal pursuit.  
Acknowledging the individual’s perspective emphasises that his/her views are 
important (Sheldon & Filak, 2008; Ziviani, 2015) and helps facilitate collaborative problem 
solving and goal setting. Therapists can acknowledge a client’s perspective by 
encouraging the expression of opinions; listening carefully; and being open to complaints 
rather than suppressing opinions and perspectives (Assor et al., 2002; Cuskelly & 
Poulsen, 2013; Reeve & Tseng, 2011).   
Collaborative goal-setting is an important principle of family-centred practice that 
has autonomy-supportive features, but appears to incorporate all the tenets of SDT. 
Poulsen and colleagues (2015) defined goal setting as a “process in which an individual 
consciously determines and commits to (i.e. cares about) a desired endpoint or objective” 
(p. 28). The majority of goal setting processes are completed with the parent or caregiver 
rather than the child, as the parent is the one who actively seeks therapy with an existing 
goal or expectation. Valuing participation and encouraging the child to have a ‘voice’ in 
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goal-setting decisions, however, enhances his/her volitional engagement and self-
determined actions (Shier, 2001). Shier (2001) suggests that children’s ideas and views 
need to be listened to, as this will influence the quality of their participation.  
Therapy delivered in such a way as to adhere to autonomy-supportive principles 
provides a means of harnessing an individual’s personal commitment to intervention. 
Using autonomy-supportive strategies can be applied to the process of engaging children 
and parents in occupational therapy. In accordance with SDT, autonomy can be facilitated 
alongside two other basic psychological needs of relatedness and competence to 
encourage engagement in the pursuit of goal-related behaviours.  
1.4.2 Relatedness 
Relatedness, in SDT, refers to feeling connected to others, cared for and 
experiencing a sense of belonging (Ryan & Deci, 2017). Relatedness is fostered by 
building partnerships or a therapeutic relationship. Development of a ‘therapeutic alliance’ 
is consistently referred to as a way of engaging people in interventions (Kim et al., 2012). 
Therapists can strive to establish a relationship whereby the client feels comfortable and 
trust is developed (Cunningham et al., 2009). Significance has been placed on the first 
encounter and the client’s first impression when beginning the initial stages of the 
therapeutic relationship (Ziviani, 2015; Ziviani & Poulsen, 2013). 
When a therapist creates a sense of safety and warmth where the individual feels 
sufficiently comfortable to offer suggestions and collaborate, positive engagement is 
fostered (King et al., 2014). The therapist may adopt an empathetic approach, 
demonstrate caring and show genuine interest in the individual’s well-being and problems 
(Deforche et al., 2011). Providing feedback in a way that is genuine and focuses on the 
process rather than the outcome (Ziviani, 2015) can foster trust and a sense of confidence. 
Findings from a qualitative study investigating mothers’ perceptions of their children’s 
occupational therapy experiences demonstrated that attempts to understand the client’s 
perspective, through listening and showing interest in his/her family and viewpoints, were 
associated with positive perceptions of the encounter (Kolehmainen et al., 2010).   
The therapist’s positive affect that comprises smiling and explaining aspects of 
therapy where appropriate can increase an individual’s sense of being cared for 
(Spitzberg, 2000). Demonstrating awareness of cultural variations in the use of eye contact 
is also important in helping a client feel respected (Spitzberg, 2000). The power of 
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effective communication, which involves understanding cultural and family background in 
order to collaborate in a way that facilitates understanding of therapeutic interventions, has 
been highlighted (King et al., 2015).  
The therapeutic alliance has been established as one of the greatest predictors of 
success in interventions (Karver et al., 2006). With this in mind the quality of the 
relationship between therapist and patient in adult rehabilitation has been shown to be 
associated with high patient motivation (Lequerica et al., 2009). A study investigating the 
perspectives of physical and occupational therapists in adult rehabilitation demonstrated 
that offering empathy and support were strategies therapists used to increase patient 
engagement (Lequerica et al., 2009). Relatedness supportive strategies have potential to 
be used to facilitate child and parent engagement in occupational therapy. A caring 
relationship that also offers autonomy support and competence support could potentially 
provide a safe environment for the child or parent to engage in therapy.  
1.4.3 Competence  
Motivation and engagement may be fostered when an individual experiences 
feelings of competence. In SDT, competence refers to, “feeling effective in one’s ongoing 
interactions with the social environments and experiencing opportunities to exercise and 
express ones’ capacities” (Deci & Ryan, 2002, p. 7). Competence, similar to self-perceived 
competence, is a sense of confidence and effectiveness rather than an achieved ability 
(Poulsen et al., 2014). When an individual believes and feels confident in their abilities and 
feels supported a strong sense of engagement is possible (Poulsen et al., 2014). 
Feelings of competence can be achieved by enhancing an individual’s sense of 
success (Greber et al., 2013). The art of grading and adapting tasks to facilitate a child’s 
feeling of success, or ensuring information and strategies are manageable for parents, will 
foster perceptions of competence. Deforche (2011) proposed that when working with 
overweight children, grading activities to allow achievement, scaffolding tasks and setting 
realistic specific short-term goals helped improve competence and promoted long term 
engagement in physical activity (Deforche et al., 2011). Success can also be experienced 
through goal achievement (Greber et al., 2013) which can be captured in a tangible way 
and celebrated through photos, certificates, videos or praise, and thereby reinforce a 
sense of self competence.  
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Developing the child’s and/or parent’s problem solving abilities can help to nurture 
competence (Greber et al., 2013). For parents, problem solving may be facilitated by 
adopting techniques inherent in motivational interviewing (Ziviani, 2015), a client-centred 
counselling style facilitating behaviour change or Occupational Performance Coaching 
(Graham et al., 2009) which focuses on facilitating the parent to identify goals and problem 
solve ways of achieving them. A qualitative study by Lillo-Navarro and colleagues (2015) 
found that when physiotherapists helped build parents’ confidence in their knowledge and 
skills of exercises, it enhanced adherence to home exercise programs compared to when 
parents felt unsure about how and why they were being asked to carry out activities.  
Self-perceived competence can be promoted by helping develop a child’s problem 
solving skills, in a way that allows successful achievement of goals (Greber et al., 2013). 
The Cognitive Orientation (to daily) Occupational Performance (CO-OP; 2017) intervention 
facilitates the child to solve problem through explicit and implicit learning. The therapist or 
parent acts to facilitate the child’s ability to solve problems using cognitive strategies. 
Through problem solving and learning children can gain confidence to complete tasks 
successfully, thereby enhancing their sense of competence (Chan, 2007).  
Providing feedback in regard to progress and effort, rather than outcomes, can also 
help build a sense of competence. Individuals may be encouraged when they receive 
feedback on self-improvement rather than comparing their performance to that of others 
(Deforche et al., 2011). These competence supportive strategies have potential to be used 
to engage children and parents in occupational therapy.  
1.4.4 Strategies proposed in occupational therapy 
Past research in occupational therapy has proposed that there are particularities of 
engagement used to facilitate meaningful and effective therapy sessions with children and 
their families (Lawlor, 2012). SDT can provide us with an underlying theory to understand 
how we build engagement and use Lawlor’s (2012) particularities of engagement. 
Particularities are aspects of therapy that are “central to executing meaningful and 
effective sessions in which children (and therapists and family members) fully participate in 
situating the clinical agenda in narratively organised coordinated action and positive 
therapeutic experience” (Lawlor, 2012, p. 157). Solicitation, embellishment and the 
“therapeutic child” (p.156) are particularities or vehicles used to heighten engagement 
(Lawlor, 2012).  
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Solicitation involves active attempts to achieve social connectedness and inter-
subjectivity with another (the meeting of minds; Lawlor, 2012). These are opportunities 
presented to strengthen connections or heighten engagement (Lawlor, 2012). Solicitation 
can be considered a form of providing relatedness support, as Lawlor (2012) described 
solicitations as a way of achieving connectedness with others and the initiation of an action 
to engage another. Modifications in activities (e.g. let’s race) is an example of solicitation in 
order to engage another that fosters a sense of connectedness and therefore an example 
for offering relatedness support.     
The definition of embellishment or for the verb embellish refers to making 
something more decorative (Lawlor, 2012). For example, an embellishment may be 
demonstrated when adding creative elements to imaginative play (the plastic tube 
becomes an apartment building) or making up details of a story to make it more interesting 
to the child (Lawlor, 2012). Embellishments can heighten engagement through facial 
expressiveness and utterances that can be initiated by any social actors. Facilitating the 
child to experience fun, enjoyment, building on their interests and making the topic more 
interesting can be considered autonomy supportive (Gilmore et al., 2010; Ryan & Deci, 
2017). Incorporating embellishments into the therapy session can therefore be interpreted 
as an autonomy-supportive approach.  
Use of the therapeutic child, where a child is viewed as an “active agent in the 
creation of therapeutic experiences” (p.156) can also help enhance engagement (Lawlor, 
2012). Children become a type of practitioner and find ways to maximise their own 
engagement. For example, therapist phrases such as, “what should we do?” or “I have an 
idea!” serve to intrigue the child so that they move the therapy session forward. Facilitating 
the therapeutic child can also represent an approach that is autonomy supportive, as it 
appears to involve giving the child a sense of choice and control and following their lead 
(Cuskelly & Poulsen, 2013). These ‘particularities’ play a significant role in fostering 
engagement in a therapy session. 
1.5 State of child and parent engagement  
Child and parent engagement in the context of paediatric rehabilitation has been 
considered a multifaceted state, representing affective, cognitive and behavioural domains 
of engagement. The affective domain reflects a client’s hope in regard to their goals. The 
cognitive domain is the client’s sense of conviction towards the intervention. The 
behavioural domain represents in-session participation and the client’s confidence in 
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therapy tasks outside of therapy (King et al., 2018). Engagement is viewed as a co-
construction between the therapist and client that fluctuates throughout the therapy 
process (King et al., 2017).  
An understanding of this state of engagement and its domains has been drawn from 
the child and youth mental health literature (King et al., 2014), an area of practice where 
client engagement has received most attention. The definitions of an affective, cognitive 
and behavioural state of engagement have been subsequently used to create measures of 
engagement in paediatric rehabilitation to assess the child, youth and parent engagement 
from multiple perspectives (Canadian Institute of Health Research, 2015). Two measures 
of client (child and parent) engagement in paediatric rehabilitation have been published, 
the Paediatric Rehabilitation Intervention Measure of Engagement-Observation (PRIME-O; 
King et al., 2017) and the Paediatric Rehabilitation Intervention Measure of Engagement-
Service Provider (PRIME-SP; King et al., 2018). A recent article which describes the 
development of the PRIME-O offers insights regarding the domains of engagement in 
paediatric rehabilitation. The PRIME-O assesses engagement through observation where 
raters infer child and parent signs of affective, cognitive and behavioural engagement 
(King et al., 2014). The PRIME-SP was used in a recent article to assess service provider 
impressions of youth engagement in Solution-Focused Coaching in paediatric 
rehabilitation (King et al., 2018).  
There is a paucity of research outlining the state of child and parent engagement in 
occupational therapy specifically. In the following section, information from these recently 
published articles and measures in paediatric rehabilitation, as well as existing research in 
other areas of practice (e.g. mental health) on the affective, cognitive and behavioural 
domains of child and parent engagement, will be used to begin to understand the state of 
engagement in occupational therapy.  
1.5.1 Affective 
In paediatric rehabilitation, the affective domain is thought to represent the client’s 
hope in respect to goals and emotional involvement in the therapy process and with the 
therapist (King et al., 2017). King et al.’s (2017; 2018) recent work on the PRIME-O and 
PRIME-SP can inform an understanding of child and parent affective engagement in 
occupational therapy. A summary of signs of child, youth and parent engagement 
assessed by the PRIME-O include the client’s interest, use of strengths-based language 
and warmth of the interaction (King et al., 2017). While these signs offer an insight into the 
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affective domain of engagement, there are many inferences that are made as to what the 
client might be believing and feeling. 
The article that describes the PRIME-O proposes that the affective domain of 
engagement can be observed when the child shows signs of enthusiasm and interest, as 
well as uses positive and strength-oriented language. It is also manifested when there is a 
positive relationship and other positive interactions between the client and service provider 
(King et al., 2017). King et al., (2017) provides examples of the different ways the affective 
domain may present for the child, youth and parent. The signs that represent positive body 
language could be accurately observed and recorded as affective engagement. As for 
client use of strength based language-positivity, understanding strengths and feelings of 
confidence may not be easily inferred by the observer, and therefore, the validity of these 
items could be strengthened by self-report. The parent’s trust in the therapist is another 
sign of affective engagement outlined in the PRIME-O, where the parent sees that the 
therapist can be of help to them (King et al., 2017). The relationship and the trust built 
between the parent and service provider is also not easily observed or judged accurately, 
and a true understanding of the relationship can only really be captured by seeking the 
client’s perspective.  
The PRIME-SP uses similar language to help the service provider assess client 
engagement (King et al., 2018). In addition, the PRIME-SP provides examples of low 
affective engagement such as closed body language, low energy, disinterest and boredom 
(King et al., 2018). However, it is important to note that while a client might show signs of 
boredom or disinterest, what the client is thinking and feeling may not align with these 
behaviours. All these signs of the affective domain of engagement can be used to 
understand the child and parent’s emotional involvement in occupational therapy settings, 
but would benefit from a concurrent self-report to gain client perspectives on their 
engagement.  
The affective domain appears to be linked to the ‘therapeutic relationship’ or 
‘therapeutic alliance’. In mental health settings, social workers, counsellors, psychologists 
and nurses) found that definitions of engagement reflected the affective component of the 
helping relationship between the therapists and the client or the therapeutic alliance 
(Staudt et al., 2012). Yet again, these connections have been drawn from the service 
provider’s perspective, rather than the client’s perspective. In speech and language 
pathology literature, engagement is frequently described in terms of a connection between 
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an individual and others, places, things, activities, ideas, memories and words (Simmons-
Mackie & Kovarsky, 2009). Therefore, signs that denote an individual’s emotions in the 
context of the therapeutic relationship can reflect levels of engagement or disengagement 
(Simmons-Mackie & Kovarsky, 2009). Again, these conclusions by Simmmon-Mackie & 
Kovarsky (2009) represent observer inferences of affective engagement, rather than client 
perspectives. In occupational therapy, a strong therapeutic relationship between the 
therapist and the child and parent could represent engagement, however, client 
perspectives are required to capture affective engagement. 
1.5.2 Cognitive  
In paediatric rehabilitation, the cognitive domain is thought to represent the client’s 
conviction and belief in the intervention and its potential effectiveness (King et al., 2017). 
King and colleagues (2017) suggest that a client’s degree of cognitive engagement can be 
ascertained through their openness to what is happening in the session and the level of 
comfort and confidence displayed when interacting with the therapist. The differences 
between signs of child, youth and parent cognitive engagement are also outlined in this 
table. It is important to note that the client’s level of openness (the amount of information 
provided) may be easier to be rated by the rater than the client’s level of comfort with the 
service provider. An assessment of how comfortable the individual is interacting with the 
service provider could be further supported by self-report.  
In the PRIME-SP assessing cognitive involvement draws on signs proposed in the 
PRIME-O: demonstrating an understanding, being open, believing in aims and activities of 
the session, expressing willingness and expressing preferences (King et al., 2018). The 
PRIME-SP also provides an example for low cognitive engagement, where the child or 
parent demonstrates uncertainty, lack of receptivity or willingness (King et al., 2018). Both 
these, the PRIME-O and the PRIME-SP, are observational measures and therefore, the 
client’s cognitive engagement is consistently inferred by the observer. It is important to 
note, that like affective engagement, the most accurate reflection of the client’s cognitive 
engagement and lack of receptiveness and willingness would be gathered by client-self 
report.  
The cognitive domain of engagement in occupational therapy can be informed by 
research in mental health settings. Cunningham and colleagues (2009) proposed that 
when clients indicate that they perceive they have an issue that needs to be addressed, 
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this indicates their readiness for change (Cunningham et al., 2009). In adult rehabilitation, 
demonstrating and seeing a need for therapy can also represent the cognitive domain of 
engagement. In order to engage willingly in therapy, one must understand that treatment is 
required and that a problem exists (Lequerica & Kortte, 2010). Understanding that there is 
a problem and having a perceived need for therapy may be what leads parents to access 
therapies such as occupational therapy.  
1.5.3 Behavioural  
The behavioural domain is defined as the client’s confidence in therapy activities, 
in-session participation and collaboration and beliefs about their ability to complete agreed 
upon activities at home (King et al., 2017). In the PRIME-O behavioural signs involve 
individual’s behaviours that represent participation, collaboration and goal setting (King et 
al., 2017). These behavioural signs of engagement appears to be easier to observe and 
appraise than affective and cognitive signs of engagement. While parent beliefs regarding 
their efficacy to complete therapy outside the therapy session are explored (e.g. the parent 
letting the provider know what they can and can’t do), how this is assessed for children 
and youth is not clearly defined. The addition of a self-report measure for the behavioural 
domain will further benefit a true understanding of client beliefs about their self-efficacy 
and behavioural engagement. 
While self-efficacy has also been considered a component of the behavioural 
conceptualisation of engagement (King et al., 2014), it is evident that self-efficacy is also a 
key component of Social Cognitive Theory (SCT; Bandura, 2013) which proposes that an 
individual’s learning is a result of  a person’s cognition, environment and behaviour. Self-
efficacy reflects one’s thoughts, beliefs and judgements about their ability to carry out 
tasks (Bandura, 1993). Therefore, the term self-efficacy can also represent the cognitive 
domain of engagement (Bandura, 1993).  
The PRIME- SP also captures this sense of behavioural engagement. An example 
of low behavioural engagement can involve lack of discussion, questions, suggestions and 
not participating in the session, listening or initiating (King et al., 2018). There are a range 
of behavioural signs provided here that can be used to interpret what behavioural 
engagement is for children and parents in occupational therapy.   
Research conducted in mental health on the behavioural domain of engagement 
can be used to understand child and parent engagement in occupational therapy. Past 
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research has described behavioural involvement as being reflected by attendance, dropout 
rates, adherence, compliance, participation and completion of “homework” (Hansen & 
Warner, 1994). Yet, the behavioural domain of engagement cannot be considered to solely 
reflect counts of attendance and dropout, as a parent or child can be engaged in therapy 
but have socio-economic factors that impact the ability to attend (e.g. transportation and 
access). In contrast, for some, attending sessions might be a strategy to please authorities 
(e.g. child protection). Therefore, in this thesis the concept of attendance is not seen to 
uniquely capture parent and child engagement, as one can come to therapy but not be 
engaged (Staudt, 2007).  
1.6 A need to measure engagement 
The discussion above highlights the need for further research into the measurement 
of engagement of child and parent engagement in paediatric rehabilitation and 
developmental settings. The significance of child and parent engagement in occupational 
therapy is yet to be determined. The importance of engagement has been well established 
in child and youth mental health settings (Kim et al., 2012; Tetley et al., 2011). Use of valid 
and reliable measures of engagement in child and youth mental health settings have 
enabled the link between engagement and therapeutic outcomes to be drawn (Kim et al., 
2012; Tetley et al., 2011).  
While the PRIME-O (King et al., 2017) and PRIME-SP (King et al., 2018) have 
recently been published as measures of therapy engagement in paediatric rehabilitation, 
during the initial stages of this thesis, research on the assessment of therapy engagement 
was scarce. Measures of engagement in developmental and paediatric rehabilitation 
settings will be reviewed in more detail in Chapter Three and Four of this thesis. Measures 
used in these settings have the potential to be applied in other settings. Chapter Three is a 
systematic review of measures of therapy engagement for parents of children receiving 
developmental and rehabilitation interventions. In Chapter Four measures of child 
engagement in developmental and rehabilitation therapy settings will be identified and 
reviewed. Additional measures of client engagement in paediatric rehabilitation are in 
development (Canadian Institute of Health Research, 2015).  
1.7 Factors influencing engagement 
In this literature review a number of strategies and tenets which align with SDT 
have been advanced as influencing therapy engagement for children and families. Beyond 
these are a number of factors that can impact engagement. In paediatric rehabilitation, 
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King et al. (2017) consider these influencing factors to be “determinants” (p.3) of client 
(child and parent) engagement, and that engagement can fluctuate due to these 
determinants. Based on past research in mental health, King et al. (2017) categories 
determinants of engagement as- client, service provider and intervention characteristics 
(See figure 1.3; King et al., 2017).  
 
 
Figure 1.3 Determinants of Engagement (King et al., 2017). Awaiting permissions 
from Taylor and Francis.  
1.7.1 Client characteristics 
Client characteristics that can potentially influence therapy engagement have been 
identified as relating to the individual’s skills, resources, confidence, self-efficacy and 
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problem urgency (King et al., 2017). A study by van Schalkwyk & Volkmar (2016) 
discussed barriers to engagement for children with ASD. These barriers included the 
child’s difficulties in social skills, communication and having restricted interests. Research 
in adherence to treatment for chronic illnesses also identified some factors that impact 
child engagement in community based settings, such as child temperament and mood 
(Christon et al., 2016).   
Research that explores adult engagement in therapy can inform potential factors 
impacting parent engagement. For adults involved in rehabilitation, anxiety, being 
overwhelmed, sickness, education, language, cultural beliefs and cognitive capacity have 
been thought to influence engagement (Lequerica et al., 2009). Individual client 
perceptions for the need for intervention and expectations of benefits have also been 
found to be influential to family engagement in child and youth mental health (Gopalan et 
al., 2010). Predictors of parent engagement in intensive behavioural intervention for 
children with autism included parents’ beliefs in the intervention; knowledge about the 
diagnosis and the therapy; perceived self-efficacy; parent stress; and perceptions of 
positive changes (Solish, 2010). Therefore, if parents (and children) have difficulty 
understanding the why and how of therapy, they may be at risk of disengagement.  
There are also social factors related to the client that influence parent and child 
engagement. Literature in parenting intervention programs highlighted that transport 
difficulties, single parenting, lower socioeconomic status and social isolation prevented 
parents from seeking help and attending sessions, and were linked to therapy drop out 
(Morawska & Sanders, 2006). In child and youth mental health settings, stress, single 
parenting, family cohesion and whether parents were receiving their service of preference 
were also found to influence the extent of therapy engagement (Gopalan et al., 2010). 
When working with children and families in occupational therapy, these influences on 
engagement need to be considered.  
1.7.2 Intervention characteristics  
The type of intervention and the features of the therapy session can also impact 
engagement (King et al., 2017). In paediatric rehabilitation, this can include aspects such 
as the intervention approach used; session format and location; characteristics of the 
session and the areas of function/participation on which the client is working (King et al., 
2017). In occupational therapy, a young child may be more engaged in a fun fine motor 
activity than having a splint made, as the latter may involve discomfort. Aspects such as 
Rachel D’Arrigo – Chapter One  
45 
  
the child’s understanding of the purpose of intervention and the child’s age could influence 
their engagement in particular interventions.  
Features of the physical environment such as seating arrangements, lighting and 
noise can also influence engagement (Simmons-Mackie & Kovarsky, 2009) as well as 
resources/ facilities available (Lequerica et al., 2009; Lequerica & Kortte, 2010).  For 
example, an area that is noisy has the potential to distract the child. The type of seating 
available or lighting in a room may not suit the child’s sensory preferences and physical 
abilities. Novel resources available can make a session more exciting than the last session 
(Meyns et al., 2018). A large room size compared to a small room size can make the 
parent and child feel more comfortable in the space. All these physical characteristics can 
play a part in child and parent engagement in occupational therapy sessions.  
1.7.3 Service provider characteristics  
The characteristics of the service provider also contribute to therapy engagement in 
paediatric rehabilitation (King et al., 2017). Occupational therapists can feel unable to 
engage families in family-centred practice approaches, such as goal setting, due to lack of 
training, organisational support and time (Phoenix & Vanderkaay, 2015). Service provider 
characteristics that potentially influence engagement include: the clinician’s expertise; use 
and valuing of certain approaches (e.g. family-centred practice); and the specific strategies 
and skills the therapist brings to the therapy session (King et al., 2017). It is also important 
to note that, while the service provider may value particular approaches, how they provide 
therapy may be influenced by organisational factors (Phoenix & Vanderkaay, 2015).  
1.8 Setting and population of interest  
This thesis will focus on understanding therapy engagement in occupational therapy 
in the context of paediatric rehabilitation and developmental settings. Developmental 
settings here include all private and community contexts (clinics, day care, kindergarten, 
school and home) where children with developmental concerns seek occupational therapy 
interventions. While an established understanding of client engagement in occupational 
therapy in mental health settings may also be relevant for rehabilitation and developmental 
contexts, the nature of interventions may vary.   
The setting for this research will include occupational practice areas which 
encompass children with developmental delays (Chien et al., 2015; Rodger et al., 2005), 
learning difficulties (Copley et al., 2008; Rodger et al., 2005) and neurological conditions 
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(Galvin et al., 2010; Rodger et al., 2005; Ziviani et al., 2014). All areas of paediatric 
occupational therapy practice working with children with physical and neurological 
disabilities involve working towards goals. Goals can be functional or recovery in nature, 
but also could involve attending to social or personal meaningful goals that involve 
psychosocial considerations.  
It is evident that there is overlap between paediatric developmental and 
rehabilitation settings and mental health settings. However, children involved in mental 
health services most likely have a primary psychosocial diagnoses (anxiety, depressions, 
behavioural issues), no physical disability and will require interventions that focus on 
emotional wellbeing. In contrast, mental health services may concentrate solely on working 
with families to provide psychological support (Bamberger et al., 2014; Pereira et al., 
2016).  
Rehabilitation and developmental services for children may involve both functional 
and emotional support. For example, a study exploring collaborative goal setting in 
therapeutic intervention, found that goals identified by children and parents in paediatric 
rehabilitation and developmental settings usually relate to skill improvement in the context 
of occupational roles (Costa et al., 2017), albeit that interventions to address these goals 
may also incorporate psychological considerations. Furthermore, while rehabilitation 
interventions may involve strategies for behaviour change, mental health interventions are 
more likely to focus solely on changing behaviour. For example, when working with 
children with anxiety, implementing a Cognitive-Behaviour Therapy approach involves 
acknowledging feelings and clarifying anxiety-stimulating circumstances and use of coping 
strategies to deal with the situation (Barmish & Kendall, 2005). In contrast, a child 
receiving paediatric rehabilitation due to an acquired brain injury may need to learn about 
their emotional regulation and practice their motor skills.    
1.9 Conclusion 
This literature review highlights the paucity of research on engagement of children 
and parents involved in occupational therapy, specifically in rehabilitation and 
developmental settings. While research on client therapy engagement is well established 
in various contexts (e.g. mental health and adult rehabilitation), an understanding of child 
and parent engagement in occupational therapy is in its infancy. This doctoral program 
will: 1) describe existing literature on engagement; 2) identify measures of parent 
engagement for children receiving developmental and rehabilitation services; 3) identify 
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measures of therapy engagement for children receiving developmental and rehabilitation 
services; 4) describe occupational therapists’ perspectives of parent and child engagement 
in occupational therapy to children; and 5) identify and describe strategies occupational 
therapists use to engage parents and children in therapy. 
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1.10 Thesis outline: Research aims and objectives  
This thesis comprises ten chapters. Five are written chapters and five chapters that 
contain research papers that are published or under review in peer-reviewed journals. 
Chapter One is a review of the literature on child and parent engagement in therapy. 
Chapter Two comprises an article that explores existing literature on child and parent 
engagement in therapy to inform an understanding of engagement in the context of 
occupational therapy. Chapter Three is a systematic review on parent engagement 
measures for children receiving rehabilitation and developmental services. Chapter Four is 
a written chapter on measures of child engagement receiving rehabilitation and 
developmental interventions.  Chapter Five is a written chapter that outlines the 
methodology of the three subsequent papers that follow. Chapter Six is a stance or written 
reflection that outlines the PhD candidate’s past experiences and experiences throughout 
the candidature (research, academic and clinical related) that influenced aspects of the 
project (e.g. data collection, data analysis and interpretation). Chapter Seven is a research 
paper on occupational therapist perspectives of parent engagement in therapy. Chapter 
Eight is a research paper on occupational therapy perspectives on child engagement in 
therapy. Chapter Nine is a research paper that outlines strategies occupational therapists 
use in a therapy session to engage children and parents. Chapter Ten is a written chapter 
which outlines a discussion of the results of this study. 
1.10.1 Primary aim 
The primary aim of the doctoral thesis is to understand engagement and how it is 
facilitated when working with children and their parents in occupational therapy, 
specifically in rehabilitation and developmental settings. The primary aim is supported by 
the following objectives.  
1.10.2 Objectives 
1. To review the literature on engagement and develop a perspective of its role in 
occupational therapy when working with children and families.  
2. To identify existing measures of parent engagement, examine which domains of 
engagement these measures capture and review their clinometric properties. 
3. To review measures of child engagement and motivation, examine which domains 
these measures capture and evaluate their psychometric properties and clinical 
utility. 
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4. To develop an understanding of parent engagement through the perspectives of 
occupational therapists.  
5. To develop an understanding of child engagement from the perspectives of 
occupational therapy.  
6. To explore occupational therapy strategies for engagement through therapy session 
observations and by gaining therapist perspectives. 
 
Objective One 
To review the literature on engagement and develop a perspective of its role in 
occupational therapy when working with children and families.  
 
This objective is addressed in:  
Chapter One: Literature review, thesis outlines and aims. 
Chapter Two: View point paper “Child and parent engagement in therapy: What is the 
key?” published in the Australian Occupational Therapy Journal. D'Arrigo, R., Ziviani, 
J., Poulsen, A., Copley, J., & King, G. (2016). Child and parent engagement in 
therapy: What is the key? Australian Journal of Occupational Therapy, 64(4), 340-
343. doi: 10.1111/1440-1630.12279 
 
Objective Two 
To identify existing measures of engagement for parents, examine which domains of 
engagement these measures capture and their psychometric properties and clinical utility.  
 
This objective is addressed in:  
Chapter Three:  Systematic review “A systematic review on parent engagement 
measures for children receiving developmental and rehabilitation interventions: A 
systematic review” published in Physical and Occupational Therapy in Paediatrics 
Journal. D'Arrigo, R., Ziviani, J., Copley, J., Poulsen, A., & King, G. (2017). Measures 
of parent engagement for children receiving developmental or rehabilitation 
interventions: A systematic review. Occupational and Physical Therapy in 
Paediatrics, 38(1), 18-38. doi: 10.1080/01942638.2017.1373723 
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Objective Three 
To review measures of child engagement and motivation, examine which domains these 
measures capture and evaluate their psychometric properties and clinical utility. 
 
This objective is addressed in:  
Chapter Four:  Written chapter on measures of child engagement for children 
receiving developmental and rehabilitation interventions. 
 
Objective Four 
To develop an understanding of parent engagement in therapy from the perspective of 
occupational therapists.  
 
This objective is addressed in:  
Chapter Five: Written chapter on the methodology for Chapter Seven, Eight and 
Nine.  
Chapter Seven: Qualitative paper “Parent engagement and disengagement in 
therapy: An occupational therapy perspective” accepted with revisions by Disability 
and Rehabilitation Journal.  
 
Objective Five 
To gain an understanding of child engagement from the perspectives of occupational 
therapists. 
 
This objective is addressed in:  
Chapter Five: Written chapter on the methodology for Chapter Seven, Eight and 
Nine. 
Chapter Eight: Qualitative paper “The engaged child in occupational therapy” 
submitted to Journal of Occupational Therapy.  
 
Objective Six 
To explore occupational therapy strategies for engagement through therapy session 
observations and by gaining therapist perspectives. 
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This objective is addressed in:  
Chapter Five: Written chapter on the methodology for Chapter Seven, Eight and 
Nine. 
Chapter Nine: Qualitative paper “Strategies occupational therapists use to engage 
children and parents in a therapy session” in preparation for submission to Disability 
and Rehabilitation Journal.  
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Chapter 2  What is engagement and how do we facilitate it 
in occupational therapy?  
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2.2 Introduction 
This chapter builds on the literature reviewed in Chapter 1. The aim of publishing 
this paper was to communicate the potential role of engagement for occupational 
therapists working with children and parents and hopefully elicit feedback. The paper is 
titled “Child and parent engagement: What is the key?” In this paper, research outlining 
how engagement manifests in therapy is reviewed and mechanisms that foster motivation 
and engagement are proposed. 
2.3 Paper 1: “Child and parent engagement in therapy: What is the key?” 
This paper was published as a viewpoint in the Australian Journal of Occupational 
Therapy and awaiting permissions from Wiley publishers.  
D'Arrigo, R., Ziviani, J., Poulsen, A., Copley, J., & King, G. (2016). Child and parent 
engagement in therapy: What is the key? Australian Journal of Occupational Therapy, 
64(4), 340-343. doi: 10.1111/1440-1630.12279 
The material in this paper has been presented at the 2016 School of Health and 
Rehabilitation Sciences Postgraduate conference; a lecture to occupational therapy 
students at The University of Queensland in 2016 and 2017; a lecture to Occupational 
Therapy and Physiotherapy students at Temple University (Philadelphia, USA); an in-
house presentation at Drexel University  in 2017 (Philadelphia, USA); and an in-house 
presentation at the Bloorview Research Institute in 2017 (Holland Bloorview Kids 
Rehabilitation Hospital, Toronto, Canada). 
Abstract 
Child and parent engagement is considered vital for efficient service delivery, cost 
effectiveness and achievement of therapeutic outcomes. Engagement has been 
conceptualised as a process of “engaging with” and a state of “engaged in”. The process 
of engagement (or “engaging with”) may be understood using tenets from Self-
Determination Theory, which describes how motivation and engagement are facilitated 
through satisfaction of three basic psychological needs for autonomy, relatedness, and 
competence. The state of engagement (or “engaged in”) is referred to as fluid and internal; 
described by affective, behavioural and cognitive features indicating client involvement in 
therapy. This viewpoint article discusses the process and state of engagement, and why it 
is imperative that occupational therapists understand engagement to increase the 
effectiveness of interventions.  
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Introduction 
The word engagement appears frequently in occupational therapy literature and has 
been described as a mediator of the effectiveness of interventions (Lawlor, 2012). For 
therapists working with young people, children and families, “engagement”, meaning 
involvement in the therapeutic process, is an important but poorly understood component 
of effective service delivery. Complexity arises when considering the engagement of both 
the child and parent. A child may demonstrate willingness to participate, but a child’s 
engagement is also dependent on parental involvement, as ultimately it is the parent who 
seeks therapy services for their child and maintains the relationship. Similarly, a parent 
may be engaged, but the child may be unwilling, unmotivated or reluctant to participate. 
Engagement is an important element of the therapeutic mix, but what does a state of 
engagement look like, and what is needed to achieve it? Self-Determination Theory (SDT) 
is a theory that provides potential answers to these questions (Deci & Ryan, 2002). This 
meta-theory of motivation reflects the belief that humans pursue various goals and 
activities in order to fulfil psychological needs for autonomy, the need to explore interests 
and experience a sense of personal control; relatedness, the need to feel connected to 
others; and competence, the need to feel confident to pursue challenges. While not 
describing engagement, SDT can provide insights into how we deliver interventions in a 
way to support optimal engagement of both child and parent.  
In this viewpoint paper we aim to examine the nature of engagement as it relates to 
children, young people and parents. We will discuss what contributes to an individual’s 
commitment to intervention and demonstrate why we need to better address engagement 
in order to promote the effectiveness of interventions. 
What is engagement? 
It is important to note that engagement is not simply a state of participation in 
treatment interventions. In our view, engagement is both a process of “engaging with” and 
a state of being “engaged in”, accentuating that engagement is a fluid internal state 
influenced by individual and contextual factors (Bright, 2015; King et al., 2014). As such, 
we need to be responsive to the fluidity of a client’s engagement. Improved understanding 
of the implicit processes that underlie engagement or disengagement throughout therapy 
may facilitate the ultimate achievement of therapy goals.  
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“Engaging with”: Why SDT may hold the key   
The process of engagement or “engaging with” may be facilitated by attending to 
the principles of SDT. This theory proposes that attending to the basic psychological 
needs for autonomy, relatedness and competence can facilitate motivation throughout 
therapy. A sense of autonomy may be achieved in collaborative goal setting and providing 
opportunities for children to help choose an activity in therapy. Relatedness needs are 
attended to during the building of rapport and developing a therapeutic alliance with 
children and parents. Competence needs are supported when parents or children see a 
change or a set goal attained. Where these three needs are perceived to be thwarted, 
feelings of powerlessness, low self-efficacy and lack of support can result (Ziviani et al., 
2012a). We propose that attending to psychological need satisfaction is the key to 
influencing engagement at any point in therapy (Poulsen et al., 2013). The Synthesis of 
Child, Occupational Performance and Environment-In Time (SCOPE-IT) framework 
incorporates SDT and the Person-Environment-Occupation Model of Occupational 
Performance. This framework can be used to help understand the role of motivation in 
building engagement (Ziviani et al., 2012b). 
SCOPE-IT Framework 
The SCOPE-IT framework positions basic psychological needs as a central 
motivational element, alongside environment- and child-level factors, in contributing to 
client engagement in occupational interventions (Figure 2.1). The SCOPE framework 
provides a means of understanding how motivation is a catalyst for occupational 
performance and activity engagement. An essential aspect of practice involves being able 
to ascertain the extent to which children, young people and parents feel their needs for 
autonomy, relatedness and competence are being addressed. The SCOPE-IT framework 
can provide a key to understanding why a client is engaged or becomes disengaged. This 
framework also offers direction about how to facilitate motivation, build self-determined 
action and promote engagement. The client’s changing state of engagement can be 
observed through affective, behavioural and cognitive engagement indicators.  
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Figure 2.1 The Synthesis of Child, Occupational Performance and Environment In 
Time (SCOPE-IT). Reproduced by permission of Jessica Kingsley 
Publishers. Copyright © Jenny Ziviani, Anne Poulsen and Monica Cuskelly 2013. 
Autonomy support 
Supporting autonomy means acknowledging that humans are more likely to be 
intrinsically motivated by feeling ownership and freedom of choice in regards to behaviour. 
This can be achieved by providing meaningful rationales; acknowledging negative feelings; 
using non-controlling language; offering choice; and nurturing inner motivational resources 
(Vansteenkiste & Sheldon, 2006). Enhancing another’s internally perceived locus of 
causality, volition and perceived choice during action facilitates the overall process of 
engagement. Su and Reeves’ (2011) systematic review on the effectiveness of autonomy 
supportive intervention plans, demonstrated that when using autonomy-supportive 
practice, participants showed greater task engagement than individuals not offered 
autonomy support.  
Relatedness support 
Relatedness describes the need to feel attached and connected to others (Ziviani et 
al., 2012a). Developing a ‘therapeutic alliance’ is defined as a helping relationship and 
emotional bond between two parties working on therapeutic tasks (Kim et al., 2012). A 
therapeutic alliance is perceived to be at the heart of engaging people in interventions. 
Bright and colleagues (2015) have suggested that health practitioners contribute to patient 
engagement through the development of connections and partnerships. Relatedness 
support can involve setting collaborative goals in environments where the core conditions 
of empathy, genuineness, respect and facilitating partnerships are upheld. Allowing 
children and parents to feel comfortable will promote expression of their thoughts about 
therapeutic outcomes. Building a therapeutic alliance will support the client’s sense of 
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being cared for, thus facilitating engagement from the outset of therapy. We propose that 
relatedness supports changes throughout therapy as a response to the changing needs of 
parents and children over time.   
Competence support 
Competence refers to the need for mastery and challenge (Ziviani et al., 2012a). 
Competence support, according to SDT, is apparent when occupational therapists 
facilitate the setting of achievable goals and assist clients to experience success. It is 
important to consider that fostering a sense of competence in children and parents may 
also help these individuals raise concerns and express aspirations in collaborative goal 
setting. By supporting competence, we are facilitating the process of “engaging with”. The 
process of using competence supportive strategies works toward creating optimal 
affective, behavioural and cognitive engagement.  
“Engaged in”: The engaged young person, child and parent 
Client actions and behaviours such as attendance, adherence, compliance, 
enthusiasm and self-management have variously been used to describe engagement in 
therapy (O’Reilly & Parker, 2013). The state of engagement, “engaged in”, is different for 
each young person, child and parent throughout therapy. Person, social and physical 
environment factors can influence whether engagement occurs. A child’s involvement is 
largely influenced by a parent’s level of engagement, therefore, it is important to also 
consider these reciprocal effects.  
In recent child and youth mental health literature, the state of engagement, or 
“engaged in”, has been described as a multifaceted state of affective, behavioural and 
cognitive commitment or investment in therapy (King et al., 2014). This work describes 
engagement as both a changing process over time and as an internal state. Affective 
engagement involves an emotional connection with the process and therapist. Behavioural 
engagement reflects in-session participation, collaboration and self-efficacy. Cognitive 
engagement denotes beliefs about perceived need and effectiveness for therapy. 
Understanding how to influence these engagement components is an essential ingredient 
of successful therapeutic interventions.  
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Affective 
Affective involvement may be triggered by an emotional connection with a therapist. 
Where there is attunement, it is likely that a client will exhibit positive attitude and affect; 
excitement and enthusiastic energy; and joy, interest and alertness (King et al., 2014). 
Affective responses to activities, such as enjoying a sensory experience, may also trigger 
other emotions such as contentment. A qualitative study exploring perceptions of 
engagement for practitioners working in mental health settings found the affective 
relationship between therapists and clients was the critical element that defined 
engagement for the participants. The therapists’ definitions of engagement were perceived 
as much more than a relationship, rather a process affected by clinical and organizational 
factors (Staudt et al., 2012).  
Behavioural  
Behavioural involvement may reflect an individual’s perceptions of self-efficacy, and 
includes in-session behaviour, such as collaboration, agreement, asking questions, 
sharing thoughts and experiences, affirmations, and positive body language (King et al., 
2014). There is some debate as to whether self-efficacy represents the behavioural 
domain or the cognitive domain. Self-efficacy embodies perceptions, judgements and 
beliefs about one’s ability and present as behavioural (Bandura, 1991). Eye contact, 
sustained attention rather than signs of boredom or disinterest, and a willingness to try 
new things may also indicate engagement during the session. Behavioural involvement 
can also be determined through out-of-session behaviours such as uptake of therapy 
recommendations in daily life.  
Cognitive 
Cognitive involvement denotes a child or parent’s effort, readiness for change, 
conviction and understanding that a problem exists. Cognitive involvement represents an 
individual’s perceived belief that there is a problem, a need for intervention and that 
benefits will result (King et al., 2014). These conceptualisations help us understand the 
state of engagement (“engaged in”), while its process (“engaging with”) may be observed 
in how the affective, behavioural and cognitive elements change over time. SDT offers a 
useful theoretical basis for exploring engagement and improving outcomes for the child 
and family at every step of the therapeutic journey. 
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What is the key? 
We propose that engagement is impacted by multiple client and contextual factors 
and can be influenced by how individuals’ psychological needs are met as outlined in SDT. 
Figure 2.2 presents the graphic depiction of how SDT elements contribute to the process 
of “engaging with” and the state of “engaged in” therapy. This informs therapist actions to 
optimise motivation and thus enhance engagement. There are many strategies consistent 
with SDT that therapists can employ to boost engagement. Collaborative goal setting is an 
example of autonomy support, affirming an individual’s perspective contributes to 
relatedness, and working towards achievable goals can build belief in competence. Further 
study of engagement processes is needed to explore the use of SDT as a grounding 
theoretical approach to investigate how engagement in therapy can be enhanced. This will 
inform how therapists can optimise need satisfaction to promote engagement at various 
points during therapy. Incorporating the SCOPE-IT framework within the conceptualisation 
of these investigations offers a framework to consider the multiple factors influencing 
engagement over time.
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Figure 2.2 What is the Key to Engagement? This is a graphical representation of 
how SDT elements (autonomy, relatedness and competence) contribute to the 
process of “engaging with” and the state of “engaged in” therapy (affective, 
behavioural and cognitive manifestations) in order to achieve an optimal 
engagement (D’Arrigo, Ziviani, Poulsen, Copley, King 2015).  
Professional Challenge 
The concept of engagement is part of our professional lexicon. As occupational 
therapists we aim to facilitate child and parent engagement in therapy. Yet our 
understanding of how and why engagement occurs and fluctuates over time is limited.  
There are implications of not understanding the factors that help families to engage and to 
remain engaged with our services over time. Current policy shifts provide families with 
greater choice in seeking interventions and service providers whom they feel can best 
meet their needs (National Disability Insurance Agency, 2013).  Disengagement creates 
clinical and fiscal issues for practitioners, for example when families fail to attend sessions 
or do not follow through with out-of-session activities (Kim et al., 2012)  
In order to ensure we are optimally engaging with our clients and their families, the 
first challenge is to adequately define engagement. The second challenge is to measure 
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this construct. Finding or developing a measure of engagement is clearly an imperative for 
research endeavours that will inform clinical practice. Deepening our appreciation of the 
process and state of engagement necessarily precedes any attempts to adequately 
measure these vital elements of therapy. The framework provided in this viewpoint is 
advanced to help us understand and harness quality engagement. This will ultimately 
support the achievement of therapeutic outcomes for children and parents. 
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2.4 Summary and conclusion 
Based on the literature reviewed, this viewpoint article proposed a way of 
understanding and facilitating the engagement of children and parents who are 
participating in occupational therapy interventions. Significant areas for reflection are as 
follows: 
i)  Engagement is a poorly understood concept in occupational therapy but 
perceived to be essential to the achievement of therapeutic outcomes. How 
engagement manifests and changes, as well as how occupational therapists 
facilitate it, is poorly documented in the literature. Recent literature demonstrates 
that engagement in health care reflects both a process and state.   
ii)  The SCOPE-IT framework and SDT may provide a guide for how occupational 
therapists can engage children and parents in therapy.  
iii)  The state of engagement may be interpreted by occupational therapists through 
three domains of engagement used in child and youth mental health- affective, 
cognitive and behavioural involvement.  
iv)  Understanding the process and state of engagement in occupational therapy 
may inform the way these elements are measured. With this backdrop, the 
literature will be reviewed to ascertain what measures are currently available. 
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3.2 Introduction  
This chapter presents the published systematic review titled, “Measures of parent 
engagement for children receiving developmental and rehabilitation interventions: A 
systematic review”. Parents are of necessity involved in the delivery of intervention for their 
child. The child’s engagement in therapy is somewhat dependent on the parent’s 
commitment to the intervention. The aim of this systematic review was to: identify 
measures of parent engagement; assess if these measures capture any of the identified 
domains of engagement (affective, cognitive and behavioural); and examine their 
psychometric properties and clinical utility.  
3.3 Paper 2: “Measures of parent engagement for children receiving 
developmental and rehabilitation interventions: A systematic review” 
This paper has been published in the journal Physical and Occupational Therapy in 
Paediatrics. Permission granted by Taylor and Francis Group.  
D’Arrigo, R., Ziviani, J., Poulsen, A., & Copley, J. (2017). Measures of parent 
engagement for children receiving developmental or rehabilitation interventions: A 
systematic review. Physical and Occupational Therapy in Pediatrics, 38(1), 18-38. 
Doi:10.1080/01942638.2017.1373723 
The material in this paper has also been presented at the 2015 School of Health 
and Rehabilitation Postgraduate conference at The University of Queensland; an in house 
presentation at Drexel University in 2017 (Philadelphia, USA); and an in house 
presentation at the Bloorview Research Institute in 2017 (Holland Bloorview Kids 
Rehabilitation Hospital, Toronto, Canada). 
Abstract 
Aim: To examine the conceptual and clinometric properties of measures for parent 
engagement in developmental or rehabilitation interventions for children and youth (<18 
years of age).  Methods: Four electronic databases were searched. Studies were included 
if they reported measures of at least one domain of parent engagement (i.e. affective, 
cognitive or behavioural). Reviewers independently identified measures and evaluated 
studies using the COnsensus-based Standards for the selection of health Measurement 
Instruments (COSMIN) and the CanChild Outcome Measures Rating Form. Results: A 
total of 9,500 unique papers were retrieved, and 36 reported parent engagement 
measurement. Four measures met inclusion criteria: the Parent Involvement Index (PII), 
the Parent Participation Measure (PPM), the General Adherence subscale of the Medical 
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Outcomes Study (GAMOS) and the Triadic Intervention and Evaluation Rating Scale 
(TIERS). No measure captured all domains of in-session parent engagement. Two 
addressed out-of-session parent engagement. There were limitations in validity and 
reliability. Conclusions: Few measures of parent engagement are available. Existing 
measures mostly captured the behavioural domain of in-session engagement, and none 
assessed cognitive or affective aspects of engagement. Out-of-session engagement was 
infrequently captured. There is currently no comprehensive measure of parent 
engagement in paediatric developmental and rehabilitation services that demonstrates 
good clinical utility or is conceptually and psychometrically sound. 
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Introduction  
The extent to which children are involved in therapy is in part reliant upon parent 
commitment to and engagement with intervention. King and colleagues (2014) describe 
engagement as “a multifaceted state characterized by affective, cognitive and behavioural 
engagement in the intervention session (p. 2). Affective engagement refers to the 
emotional investment of the person in the intervention process and with the therapist. 
Affective engagement is shown when parents exhibit an optimistic attitude, are openly 
receptive to therapy, and trust both the process and therapist (King et al., 2014). Cognitive 
engagement refers to beliefs about the need for and efficacy of the intervention offered. 
Cognitive engagement is shown when parents are committed and willing to invest effort in 
the intervention, believing therapy to be useful, relevant and to produce the desired 
results.  Behavioural engagement refers to behaviours indicating active in-session 
participation. Behavioural engagement is shown when parents demonstrate in-session 
collaboration such as shared decision-making, problem identification and goal-setting with 
the therapist. King and colleagues (2014) further conceptualise behavioural engagement 
to include beliefs about personal self-efficacy to carry out the agreed upon intervention 
outside therapy. It is important to note that the construct of engagement, in the context of 
working with children and families, is evolving. The importance and complexity of 
engagement as well as the need to fully understand and measure its domains is well 
acknowledged (D’Arrigo et al., 2016). In the current review the definitions of these three 
engagement domains that have guided the research are presented in Table 3.1. 
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Table 3.1  
 
Definition of Codes Allocated to Items 
Code Definition 
P 
Precursor to engagement, i.e. factors that are supportive of 
engagement. Behaviours that facilitate receptivity but not necessarily 
engagement. 
A 
 
(in-session) 
Affective engagement as defined by King et al. (2014): 
Self-report form: Beliefs about emotional engagement in the process 
and with the therapist 
Observer/service-provider form: Demonstrates an optimistic 
attitude and trust in the process and the therapist (inferred by 
observer) 
C 
 
(in-session) 
Cognitive engagement as defined by King et al. (2014): 
Self-report form: Beliefs about the need for intervention and therapy 
effectiveness  
Observer/service-provider form: Demonstrates commitment to 
intervention goals and belief that the therapy will be effective  (inferred 
by observer) 
B 
 
(in-session) 
Behavioural engagement as defined by King et al. (2014): 
Self-report: Beliefs about personal self-efficacy to carry out agreed 
upon intervention outside of the treatment 
Observer/service-provider form: Participation and collaboration. 
Demonstrates confidence and the capability to carry out the 
intervention tasks (inferred by observer). Any behavioural indicators of 
engagement (in-session) and attendance. 
O 
 
(Out-of-session) 
Out-of-session engagement as outlined by D’Arrigo et al. (2015). For 
example, this may involve implementation of strategies by the parent 
with the child. This is dependent on context.  
P= Precursor; A= Affective; C= Cognitive; B= Behavioural; and O= Out-of-session 
Please note the interpretation of ACB domains of items in observational measures would be 
inferred by the observer.    
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Parents are becoming increasingly involved in the delivery of intervention programs 
for their children (Dirks & Hadders-Algra, 2011). Child and parent engagement both 
contribute to achievement of therapeutic outcomes in mental health settings (Boggs et al., 
2005; Pereira et al., 2016). The evidence regarding parent engagement in developmental 
and rehabilitation settings is less extensive. Moeller (2000) found that children with hearing 
loss whose parents demonstrated high engagement (e.g. attendance, engagement in 
sessions and capability) significantly improved in language outcomes. In the delivery of a 
web-based therapy for children with cerebral palsy in the home environment, James et al. 
(2015) found that parents were more inclined to meet intervention requirements if it could 
be incorporated into daily routines.  
Systematic reviews focusing on engagement measures in mental health services 
have not identified a universally applicable measure (Kim et al., 2012; Tetley et al., 2011). 
These reviews have focused on the engagement of clients with mental health conditions 
(conduct disorders, substance abuse, depressive symptoms; Kim et al., 2012) and clients 
receiving psychological or psychosocial interventions (Tetley et al., 2011). Measures in 
mental health tend to be uniquely created for specific target populations or interventions, 
such as clients with obsessive compulsive disorder (Abramowitz et al., 2002; Mancebo et 
al., 2008), group therapy sessions (Bamberger et al., 2014), child protection (Yatchmenoff, 
2005) and adolescent substance abuse (Bamberger et al., 2014; Hock, Priester, et al., 
2015). Past systematic reviews in the mental health field (Hock, Priester, et al., 2015; Kim 
et al., 2012; Tetley et al., 2011) have not included paediatric developmental and 
rehabilitation contexts. 
The lack of evidence reporting on engagement measures to use when working with 
children with complex disabilities has been noted (Smart et al., 2016). Future 
investigations of parents with children receiving rehabilitation services (e.g. Cerebral 
Palsy, Spina Bifida and head injuries) or developmental interventions (e.g. for children with 
Developmental Coordination Disorder, Autism Spectrum Disorder and Global 
Developmental Delay) are required. These families receive support for functional goals 
and experience therapies that enhance achievement of their child’s developmental 
milestones and activities (e.g. mobility, self-care, productivity). 
Ideally, an integrative parent engagement measure would capture Affective, 
Cognitive and Behavioural (ACB) domains of in-session and out-of-session engagement. 
Historically, there has been a bias towards measuring behavioural aspects of engagement, 
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usually from the service provider’s perspective. Organisational requirements for 
documenting attendance and attrition rates as indicators of engagement have relied on 
simple behavioural counts, but fail to capture clients’ relational, emotional and cognitive 
perspectives about engagement (King et al., 2014).  
The framework proposed by King and colleagues (2014) deconstructs the dynamics 
of in-session client engagement as it manifests during the therapy session itself. According 
to King et al.’s (2014) framework, the multifaceted state of engagement (i.e. ACB 
engagement) optimally occurs through three engagement processes (i.e. client 
receptiveness, willingness and self-efficacy). In this paper we have taken the view that 
engagement is a fluid process that may also occur out-of-session. For example, a parent 
may be actively involved in providing therapy at home with their child ( D’Arrigo et al., 
2016). Therefore, interactions and behaviours before, after, and between intervention 
sessions (out-of-session aspects) are also pertinent. A transactional view of engagement 
sees this as a co-constructed process of connection between the client and the healthcare 
provider (Bright et al., 2015), and is thus an alterable internal state.  
Practical issues, not necessarily related to the therapist or intervention, can also 
impact parent engagement. Lack of transport (McKay & Bannon, 2004; Staudt, 2007); 
work conflicts (Staudt, 2007); being tired or overwhelmed (Staudt, 2007); and/or family 
issues (Hock, Priester, et al., 2015) can all contribute to disengagement from interventions. 
These may be considered precursors to engagement or external factors with potential to 
influence receptivity to engagement in therapy.  
King and colleagues’ (2014) provide an understanding of how engagement can 
manifest in-session. Therefore, this framework will be used to analyse measures that 
evaluate the in-session state of parent engagement (during the therapy session). In 
addition to in-session engagement, engagement has also been described as manifesting 
outside the therapy session (for example, parents implementing strategies at home; Bright 
et al., 2015; D’Arrigo et al., 2016). For this reason out-of-session behaviours suggesting 
parent engagement will also be analysed. 
This systematic review aims to: (1) identify measures of engagement for parents of 
children/youth aged up to 18 years, participating in developmental and rehabilitation 
interventions; (2) establish which domains of in-session and out-of-session parent 
engagement (affective, cognitive and/or behavioural) are evident in existing measures; (3) 
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examine the psychometric properties of available measures and (4) review the clinical 
utility of these measures. 
Method 
Search strategy 
Four computerized databases were initially searched:  PubMed, CINAHL, Embase 
and PsychINFO. A year filter from 1997 to March 2016 was applied for each. This 
timeframe represents the emergence of multifaceted conceptualizations of engagement 
(Hock, Priester, et al., 2015). Multiple search strategies and key words were trialled with 
the assistance of trained librarians. The final detailed search strategy can be viewed in 
Table 3.2. Titles and abstracts of all retrieved references from the initial search yield were 
screened independently by two authors (RD, JZ) and conflicting views were discussed to 
reach consensus. Full texts of papers containing relevant measures were read and 
critically appraised to determine eligibility for inclusion in the systematic review. To reduce 
the possibility of omitting significant studies and measures, reference scanning, citation 
tracking and consultation with authors and experts in the field were conducted. Once 
measures were identified, a second data base search of EMBASE, CINAHL, PubMed, 
PsychINFO and SCOPUS was undertaken using the name of identified measures to 
retrieve the measure (if not included in article) and locate any additional material on 
psychometric properties of included measures. If this could not be retrieved authors were 
contacted to obtain the measure and any relevant psychometric information. Only one 
additional publication was found to provide further published psychometric properties of a 
measure (Basu, 2007).
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Table 3.2 
 
Search Terms  
PICO PubMed CINAHL Embase PsycINFO 
Parents  
Parental 
Parents 
"Parents"[Mesh:NoExp]  
Father  
Fathers 
"Fathers"[Mesh] 
Mother 
Mothers 
"Mothers"[Mesh]  
 
AND  
 
Rehabilitating 
Rehabilitation 
"Rehabilitation"[Mesh]  
Parent  
Parents  
Parental  
Mother  
Mothers  
Father  
Fathers 
(MH "Mothers")  
(MH "Fathers")  
(MH "Parents")  
 
AND  
 
Rehabilit*  
Interven* 
Therap*  
Parent'/exp 
‘Mother’/exp 
‘Father’/exp 
 
AND  
 
'Rehabilitation'/de 
Interven*  
Therap* 
'Parent'/exp 
‘Mother’/exp 
‘Father’/exp 
 
 
 
Index Terms:("Fathers") 
Index Terms:("Mothers")  
Index Terms:("Parents”) 
Parental  
Parent  
Mother  
Mothers  
Father  
Fathers 
 
AND 
 
Index 
Terms:("Rehabilitation") 
Rehabilitate 
Rehabilitation  
Parents  
Parental 
Parents 
"Parents"[Mesh:NoExp]  
Father  
Fathers 
"Fathers"[Mesh] 
Mother 
Mothers 
"Mothers"[Mesh]  
 
AND  
 
Rehabilitating 
Rehabilitation 
"Rehabilitation"[Mesh]  
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Intervening 
Intervention 
Therapy  
Therapies 
(MH "Rehabilitation")  Rehabilitating  
Therapy  
Therapies 
Intervene   
Intervention 
 
Intervening 
Intervention 
Therapy  
Therapies 
Engagement 
Engaging 
Engage 
Engaged 
Involved 
Involvement 
Involving 
Involve 
Participation  
Participate 
Participating 
"Patient 
Participation"[Mesh]  
 “therapeutic 
relationship” 
“therapeutic alliance” 
Involv*  
Engag* 
Participat*  
"Therapeutic 
relationship" 
"Therapeutic alliance"  
Alliance  
Attitud* 
(MH “Consumer 
Participation”) 
 
 
AND 
 
“Self report”  
Self-report  
Patient 
‘Participation'/exp 
Engag* 
Invest*  
Invol*  
‘Therapeutic 
relationship’ 
‘Therapeutic 
alliance’ 
Alliance  
Attitud* 
 
AND 
 
‘Self report’ 
Self-report 
Index Terms:("Client 
Participation")  
Index Terms:("Parental 
Involvement") 
Involvement 
Involve  
Involving  
Engage 
Engagement   
Engaging   
Participation   
Participate   
Participating 
"Therapeutic 
relationship"  
"Therapeutic alliance"  
Engagement 
Engaging 
Engage 
Engaged 
Involved 
Involvement 
Involving 
Involve 
Participation  
Participate 
Participating 
"Patient 
Participation"[Mesh]  
 “therapeutic 
relationship” 
“therapeutic alliance” 
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Alliance* 
Attitude  
Attitudinal 
Attitudes 
 
AND  
 
‘Self report’ 
Self-report  
Report  
Questionnaire  
Measur* 
Rating  
Scale  
Tool 
Assess* 
Report*  
Questionnaire*  
Measur*  
Scale  
Tool  
Assess*  
Report  
Questionnaire* 
Measur*  
Rating  
Scale  
Tool  
Assess* 
Alliance  
Attitude  
Attitudinal   
Attitudes  
 
AND 
 
Index 
Terms:("Measurement") 
Index 
Terms:("Questionnaires") 
Measure   
Measuring  
Measurement   
Questionnaire   
Questionnaires 
Scale  
Assessing   
Assessment  
Assess  
Tool  
"Self report"   
Alliance* 
Attitude  
Attitudinal 
Attitudes 
 
AND  
 
‘Self report’ 
Self-report  
Report  
Questionnaire  
Measur* 
Rating  
Scale  
Tool 
Assess* 
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Self-report  
Report 
 
Filters used: Title/abstract, English, year range: January 1997-March 2016, peer-reviewed and humans.  
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Inclusion/exclusion criteria 
The final analysed assessments were included if they: (1) focused on one or more 
of the domains of engagement (i.e. affective, cognitive and/or behavioural) occurring in-
session as defined by King et al. (2014) and/or involved the measurement of these 
components out-of-session (D'Arrigo et al., 2016), please refer to Table 3.1 for definitions; 
(2) focused on engagement of parents of children under 18 years; (3) were used in 
developmental or rehabilitation settings where at least one health professional worked with 
parents of children receiving therapy services within these setting; (4) were accessible 
(i.e., available in publications, through search engines or from authors); and (5) were 
reported in a published/peer reviewed paper. 
Assessments were excluded if they: (1) had been used in non-medical or non-
therapy settings; (2) measured motivation (a driving force to act; World Health 
Organization, 2001) rather than ACB engagement (King et al., 2014); (3) measured only 
behavioural counts (e.g. attendance and drop out); (4) measured engagement of parents 
of adult children over 18 years ; (5) assessed only pre-therapy engagement; (6) were not 
published in English (due to lack of translation services); (7) were not found after 
searching through databases, search engines and contacting the author; and (8) were not 
reported in a published or peer reviewed paper.  
Data extraction 
Titles and abstracts were screened by the first (RD) and second (JZ) author 
(n=9,500; Figure 1). Fifty-three full papers were retrieved where the abstract indicated use 
of a parent engagement measure in therapy and were independently reviewed for 
inclusion by two authors. Measures were included after agreement was reached between 
reviewers. Due to the limited information provided in abstracts, further reviewing of the full 
text and the measure in detail was required. Therefore, inclusion criteria three “were used 
in developmental or rehabilitation settings” was implemented during the final stages of 
determining measures for analysis. A full text review of each paper was undertaken to 
ensure that the target population included parents of children receiving developmental or 
rehabilitation services. A review of selected measures was completed to assess if 
measure items reflected at least one domain of ACB engagement guided by definitions 
from Table 3.1. 
Methodological quality assessment for studies of included measures was conducted 
using the COnsensus-based Standards for the selection of health Measurement 
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INstruments (COSMIN; Mokkink, Terwee, et al., 2010a). The CanChild Outcome 
Measures Rating Form was used to extract information for clinical utility (Law, 2004). Both 
were administered independently by two researchers (RD and JC) who then met and 
resolved any disagreement in ratings. 
The COSMIN checklist provides a methodological quality score for each study 
adopting a “worst score count” algorithm. The COSMIN was not designed to address 
measurement qualities. A 4-point rating scale is used to classify each methodological 
property as “excellent” (+++), “good” (++), “fair” (+) or “poor” (0). An overall score is 
determined by applying the lowest score of any item. A study using the measure rated 
“excellent” (+++) would have all relevant COSMIN items scored as adequate. A rating of 
“good” (++), “fair” (+) and “poor” (0) quality was given to a study on the basis of flaws in 
design or analysis (Mokkink, Terwee, et al., 2010a). Some aspects of the COSMIN are 
highly dependent on what is being measured and modifications are recommended in these 
circumstances (e.g. sample size; Mokkink, Terwee, et al., 2010a). Within the context of 
measuring engagement in this population, sample sizes larger than 100 are not easily 
obtainable. Therefore, the overall sample size requirement in the current review was 
adapted to >50 for “excellent”, 30-49 for “good”, 20-29 for “fair” and <20 for “poor”.  If 
sample size used for a psychometric property was not clear, the overall sample size of the 
study was assumed to apply. In addition, the Item Response Theory (IRT) section was not 
completed based on the sample size requirements (Thorpe & Favia, 2012).  
In this systematic review, aspects of reliability, such as internal consistency, inter-
rater reliability and intra-rater reliability were examined. Reliability refers to the degree to 
which the measure is free from measurement error and the extent to which scores remain 
the same for repeated measurement under several circumstances (Mokkink, Terwee, et 
al., 2010b). Internal consistency is the interrelatedness among items (Mokkink, Terwee, et 
al., 2010b). Internal consistency of the measures was considered positive when 
Cronbach’s alpha for each subscale individually was calculated (Mokkink, Terwee, Knol, et 
al., 2010), and between 0.70 and 0.95 (Terwee et al., 2007). Inter-rater reliability refers to 
consistency when a measure is administered by different persons on the same occasion 
and intra-rater reliability refers to consistency when the measure is administered by the 
same person on different occasions (Mokkink, Terwee, et al., 2010b). Inter-rater reliability 
was considered positive when an Intraclass Correlation Coefficient (ICC) was >0.70. The 
inter-rater reliability of each measure was considered inadequate if only a Pearson 
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Correlation Coefficient was reported, as this does not consider systematic differences 
(Terwee et al., 2007).   
Validity, specifically content and criterion (concurrent) validity, was also examined. 
Validity refers to the degree to which a measure assesses the concept(s) it purports to 
measure (Mokkink, Terwee, et al., 2010b). Content validity is the extent to which the 
area(s) of interest is/are represented by items in the measure (Terwee et al., 2007). A 
positive rating was assigned for content validity if a clear description of the measure’s aim; 
target population; concepts being measured; and rationale for item selection were 
provided and the sample size of the study population used was >5 (Terwee et al., 2007). 
Criterion validity is the degree to which scores of an instrument are an adequate reflection 
of a “gold standard” (Terwee et al., 2007). A positive rating was expected if authors were 
able to argue that the standard against which it was measured was “gold” and if correlation 
between measures was ≥0.70 (Terwee et al., 2007).   
Results 
The search strategy resulted in 9,500 unique papers (see Figure 3.1). Fifteen 
measures of parent engagement in therapy were identified, of which four met full inclusion 
criteria. Characteristics of the eleven excluded measures and reasons for exclusion are 
reported in Table 3.3. The four included measures were the Parent Involvement Index (PII; 
Gavidia-Payne & Stoneman, 1997); the Parent Participation Measure (PPM; Aaron et al., 
2014); the General Adherence subscale of the Medical Outcomes Study (GAMOS; Hock, 
Kinsman, et al., 2015) and the Triadic Intervention and Evaluation Rating Scale (TIERS; 
Basu, 2007; Basu et al., 2010). Characteristics of included measures are reported in Table 
3.4. Definitions used to assess and analyse items can be found in Table 3.1. The PII was a 
revised version of the PII presented by Lowitzer (1989). While the original version of the 
PII was referred to in Lowitzer (1989) it was not presented in the paper and therefore the 
original version could not be retrieved for the current review. The PPM was developed 
from the work of Bailey (2001) on family involvement and support in early intervention. To 
our knowledge, the GAMOS was first reported by Sherbourne et al. (1992) in a paper 
describing the medical adherence of patients with chronic diseases. The TIERS was first 
developed in Basu’s (2007) thesis.
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Figure 3.1 Search Strategy for Measures of Parent Engagement in Developmental 
and Rehabilitation Interventions for Children 
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Table 3.3  
 
Characteristics of Excluded Measures of Parent Engagement for Children Involved in Developmental and Rehabilitation Interventions  
Measure name Items Completed by Population Principle reason for exclusion 
Client Engagement in Child 
Protective Services  Measure 
(Yatchmenoff, 2005) 
19 Caregiver 
Children under child welfare 
protective services and 
caregivers. 
Intervention setting: Child welfare 
services  
Family Participation Rating Scale 
(FPRS; Moeller, 2000) 1 
Service provider Children (0-5 years) with 
hearing loss and parents in 
early intervention. 
Author requested exclusion 
Parent Engagement in Groups 
Rating Scale (PEGRS; Garvey et 
al., 2006) 
7 
Group leader/Service 
provider 
Children (2-4 years) of low-
income families and parents. 
Intervention setting: Preventative 
problem behaviour parent training  
Parent Involvement Questionnaire 
(therapist and parent version; 
Solish, 2006; Solish et al., 2008; 
Solish, 2010) 
36/ 
120** 
Therapist /Parent 
Children (3-16 years) with 
Autism Spectrum Disorder and 
Pervasive Developmental 
Disorder Not Otherwise 
Specified 
Intervention setting: Intensive 
Behavioural Intervention (IBI) 
program working with IBI 
therapists 
Parent Involvement in Therapy 
Scale (PITS; Pereira et al., 2016) 
4 Service provider 
Children with anxiety disorder 
and parents. 
Intervention setting: Child 
psychiatry 
Parent Perceptions of Alliance 
Questionnaire (PPAQ; Penska et 
21 Parent  
Children (average age 11 
years) attending semirural 
Intervention setting: Child 
psychiatry  
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al., 2012) paediatric clinics and parents. 
Parent Session: Participant 
Attendance and Engagement 
Measure (Bamberger et al.,  2014) 
4 
Group leader/Service 
provider  
Adolescents (10-14 years) 
engaging in substance abuse 
and parents. 
Intervention setting: Substance 
abuse 
The Therapeutic Process 
Observation Coding System- 
Alliance Scale (TPOCS-A; Mcleod, 
2004; Mcleod & Weisz, 2005) 
9 
Independent 
observer* 
Youth (8-14 years) involved 
with outpatient community 
health clinics and parents. 
Intervention setting: Child 
psychotherapy 
Therapeutic Alliance Scale for 
Caregivers and Parents (TASCP; 
Accurso et al., 2012) 
12 Parent 
Children (4-13 years old) with 
disruptive behaviours 
accessing outpatient mental 
health clinics and 
parents/carers. 
Intervention setting: Child mental 
health 
Vanderbilt Therapeutic Alliance 
Scale (VTAS; Hartley & Strupp, 
1983; Shelef et al., 2005)   
44 *** 
Independent 
observer* 
Adolescents (12-18 years) in 
substance abuse and parents. 
Intervention setting: Substance 
abuse therapy 
Working Alliance Inventory (WAI; 
Horvath & Greenberg, 1989; 
Forsberg et al., 2014) 
36 Parent /Therapist  
Adolescents (average age 14 
years) with anorexia and 
parents (Forsberg et al., 2014). 
Intervention setting: Anorexia 
Nervosa  
* Independent observer: an individual part of the research team, not the service provider and not the person working with the child and parent. 
** 36 items for therapist version and 120 for parent version (Solish, 2010) 
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*** 44 Items of original (Hartley & Strupp, 1983) and 24 items (revised-Shelef et al., 2005).  
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Table 3.4 
 
Characteristics of Included Measures of Parent Engagement for Children Involved in Developmental and Rehabilitation Interventions 
Measure name Setting Items  Completed by 
Engagement 
components  
Population  
        
In-
session* 
Out-of-
session** 
P   
Parent Involvement 
Index (PII; Gavidia-
Payne & 
Stoneman, 1997) 
Early 
intervention 
13 
Service provider 
and parent  
B B √ 
Children (0-5 years) with 
developmental disabilities 
and parents. 
Parent 
Participation 
Measure (PPM; 
Aaron et al., 2014) 
Early 
intervention 
5 (3 on 
participation) 
Independent 
observer*** 
B _ _ 
Children (2.5-33 months) 
with a disability (not 
specified) or 
developmental delay and 
parents. 
General Adherence 
subscale of the 
Medical Outcomes 
Study (GAMOS; 
Hock, Kinsman, et 
al., 2015) 
Services for 
children with 
ASD 
5 Parent  _ B _ 
Children (1->15 years) 
with ASD and parents. 
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Triadic Intervention 
and Evaluation 
Rating Scale 
(TIERS; Basu, 
2007; Basu et al., 
2010) 
Early 
intervention 
33 (12 on 
parent 
participation)  
Service provider  B _ _ 
Children (6 months- 4 
years) with a disability or 
developmental delay 
receiving early intervention 
services and parents.  
* In-session engagement as defined by King et al. (2014) where affective, cognitive and behavioural are shown through behavioural indicators.  
** Out-of-session engagement as defined by D'Arrigo et al. (2016)(e.g. practicing strategies at home, reflecting implementation of strategies and 
communicating with therapist via phone call) 
***Independent observer: an individual part of the research team, not the service provider and not the person working with the child and parent.  
B= Behavioural: in-session participation, behavioural collaboration if observational, and beliefs about personal self-efficacy to carry out agreed upon 
intervention outside of therapy if self-report. Behavioural indicators of engagement and attendance. 
P= Precursor to engagement, i.e. factors that are supportive of engagement. Behaviours that facilitate receptivity but not necessarily engagement 
(e.g. understanding child’s disability).  
ASD= Autism Spectrum Disorder 
For further information on definitions of engagement domains please refer to Table 1. Definitions of codes allocated to items. 
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Engagement assessed 
In-session parent engagement 
No measure captured all three domains (i.e. ACB indicators) of in-session parent 
engagement. In-session behavioural engagement was measured by the PII, PPM and the 
TIERS. In the PII, the behavioural domain focused on attendance and parent suggestions 
(e.g. “I see to it that my child regularly attends the early intervention program”; Gavidia-
Payne & Stoneman, 1997). Three of the five items in the PPM reflected the behavioural 
domain with a focus on parent collaboration during an individual family planning meeting. 
For example, “what best describes how much input the parent/caregiver had in decisions 
about the outcomes of the services?” (Aaron et al., 2014). Twelve of the 33 TIERS items 
were behavioural in-session indicators of parent engagement (e.g. “when there was an 
opportunity, did the caregiver join in what he or she [child] was doing?”; Basu et al., 2010). 
No measures captured self-reported in-session emotional engagement in the process of 
therapy such as trust and optimism (D'Arrigo et al., 2016; King et al., 2014). Similarly, 
beliefs about the need for therapy, and whether the parent felt that the intervention met 
their needs were not addressed (King et al., 2014).  
Out-of-session parent engagement 
Two measures assessed out-of-session parent behaviours. These items also 
reflected the behavioural domain of engagement. For example, three items of the PII 
addressed the process of engagement beyond the therapy session itself (“I provide-carry 
over of my child’s developmental goals into my home, and include them in my child’s 
developmental routine";  Gavidia-Payne & Stoneman, 1997). Each GAMOS item 
addressed adherence outside the session, for example, “I followed my therapist’s 
suggestions exactly” (Hock, Kinsman, et al., 2015). No measures evaluated out-of-session 
affective or cognitive engagement. 
Precursors to engagement 
Some items addressed factors or behaviours supportive of parent engagement. 
Such items were labelled a “precursor” to engagement.  The majority of items in the PII 
were classified as precursors to engagement (e.g. “I know about teaching or therapy 
techniques and developmental activities for my child”; Gavidia-Payne & Stoneman, 1997). 
No other measures evaluated factors or behaviours supportive of parent engagement.  
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Quality assessment 
Reliability 
Reliability data for each measure are described in Table 3.5. Overall internal 
consistency for the PII, GAMOS and TIERS were generally high (α= 0.65-0.92) and 
subscale internal consistency for the PII and TIERS ranged from moderate to high (α= 
0.56-0.92). COSMIN scores for internal consistency of the studies reporting on the PII, 
GAMOS and TIERS were rated as “fair” using criteria described  by Mokkink and 
colleagues (2010) and Terwee and colleagues (Terwee et al., 2007). Inter-rater reliability 
scores for the PPM (ICC[2,1]=0.92) and TIERS (reliability[statistic unknown]=0.91) were 
high while the PII demonstrated lower inter-rater reliability (r=0.23-0.39). COSMIN scores 
for inter-rater reliability rated as “fair” for the study using the PII, “poor” for the study using 
the PPM and “poor” for the study using the TIERS. The PPM assessed intra-rater reliability 
through one video rated within a 2 week interval and results were stated as identical. Intra-
rater reliability for the study reporting on the PPM scored as “poor”. Assignment of 
COSMIN ratings reflect inadequate sample size; lack of clarity regarding how missing 
items were handled; and poorly described statistical methods. Additional psychometric 
information for the GAMOS was reported in studies testing medical adherence to 
treatment of chronic conditions (e.g. heart disease) rather than specifically targeting 
children receiving developmental or rehabilitation interventions (Kravitz et al., 1993; 
Sherbourne et al., 1992). There was limited detail reported on psychometrics in the studies 
containing the included measures which made scoring these metrics against the COSMIN 
challenging.   
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Table 3.5  
 
Evidence of Reliability of Measures of Parent Engagement for Children Involved in Developmental and Rehabilitation Interventions  
Study 
Reliability 
assessed  
Sample size COSMIN scoring Notes on scoring Notes on reliability  
PII (Gavidia-Payne & Stoneman, 1997)  
 
Internal 
consistency 
80 Fair (+) 
Not clear how 
missing items were 
handled.  
Service provider rating for mother: parent involvement 
overall α=0.91, attendance α=0.56, knowledge α= 0.87 
and cooperation α=0.85. Service provider rating for 
fathers: parent involvement overall α=0.93, attendance 
α=0.90, knowledge α= 0.92 and cooperation α=0.86. 
Mother and father ratings of their own involvement α= 
0.65 to 0.87. 
 
Reliability (Inter-
rater) 
80 Fair (+) 
Pearson Correlation 
Coefficient only 
reported. Cohen's 
Kappa ideal for 
ordinal scales.  
Service providers' ratings and fathers' ratings correlated 
highly with total parental involvement: r=0.39, p<.001, 
attendance: r=0.48; p<0.001, and knowledge: r=0.44, 
p<0.001. Service provider ratings and mother ratings 
correlated significantly in the cooperation scale: r=0.23, 
p<0.04 only. No other statistics found for mother and 
service provider correlations. 
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PPM (Aaron et al., 2014) 
 
Reliability (Inter-
rater and intra-
rater)  
5 Poor (0) 
Small sample size 
(n=5) for testing 
inter-rater reliability. 
No statistic given 
for intra-rater 
reliability. 
Strong inter-rater reliability ICC(2,1)= 0.92 for parent 
participation. For intra-rater reliability one video rated 
within 2 week interval. Scoring stated as identical.   
GAMOS (Hock, Kinsman, et al., 2015) 
 
 
Internal 
consistency 
273 Fair (+) 
Not clear how 
missing items were 
handled.  
Internal reliability coefficients ranged from α= 0.849-
0.885 across treatment types.  
TIERS ( Basu, 2007; Basu et al., 2010) 
 
Internal 
consistency 
29 Fair (+) Sample size.   
Parent scale internal consistency α=0.91 and coefficients 
for high, medium and low were α=0.68, α=0.84 and 
α=0.90 respectively. 
 
Reliability (Inter-
rater) 
9 Poor (0) 
Unidentifiable 
statistic used for 
reliability.  
Nine raters assessed a segment of an intervention 
session. Inter-rater reliability of raters using the scale 
reliability=0.91 (statistic not provided). There were 
marked differences in how raters used the scale.  
Note that COSMIN is a methodological quality rating of the study in which the measure has been employed, it does not rate the measure. 
If a separate sample size used for psychometrics of the measure was not clear, the overall sample size of the study was assumed to apply. 
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Validity 
Validity data for each measure are summarized in Table 3.6. Content validity was 
described in studies using the PII and TIERS only. The PII utilised three expert reviewers 
to comment on item content which resulted in modification of item wording. The PII’s study 
received a rating of “poor” using Mokkink and colleagues (2010) and Terwee and 
colleagues (Terwee et al., 2007) COSMIN scoring system. This was due to limited 
published information on item assessment. To score an “excellent” rating on the COSMIN, 
the content of the measure should be informed by the target population. For the TIERS, 
frequency of observed parent behaviours aligned with a quality rating of parent, therapist 
and child collaboration. The COSMIN score for the TIERS’ study was “good”, based on 
extensive assessment of item relevance. For the PPM face validity was determined by five 
early intervention experts. While face validity was reported for the PPM, content validity 
was not reported and this precluded a COSMIN rating for this metric. The PPM 
demonstrated good criterion validity as there was a high correlation (Spearman’s rho of 
0.73) between the PPM and the proposed gold standard (Family Participation Measure; 
Aaron et al., 2014; Friesen & Pullmann, 2001). The COSMIN system rating for criterion 
validity for the study using the PPM was “fair” rather than “good” or “excellent” because 
evidence testing against a COSMIN-approved gold standard was not provided. It must be 
noted that the COSMIN assumes no gold standard Health-Related Patient-Reported 
Outcomes instruments, and recommends using the long version of a shortened measure 
as a proxy gold standard. 
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Table 3.6  
 
Evidence of Validity of Measures of Parent Engagement for Children Involved in Developmental and Rehabilitation Interventions 
Study 
Validity 
assessed  
Sample 
size 
COSMIN 
scoring 
Notes on scoring 
Notes on validity 
PII (Gavidia-Payne & Stoneman, 1997) 
   
 
Content   n/a Poor (0) 
Relevance of items not assessed 
on the study/target population. 
Three expert reviewers were asked 
to comment on content of scale items 
and modifications were made. 
PPM (Aaron et al., 2014) 
   
 
 
Criterion 
(concurrent)  
63 Fair (+) 
Compared the PPM with the Family 
Participation Measure (FPM; 
Friesen & Pullman, 2001). No 
rationale as to why FPM was 
identified as a gold standard.  
Examined in comparison to the FPM 
(Friesen & Pullman, 2001) with a 
moderate correlation, Spearman's 
rho= 0.73.  
TIERS (Basu, 2007) 
 Content 9 Good (++) 
Assessed if all items are relevant 
for study population. Nine raters 
rated segments of an intervention 
session.   
Frequency of observed parent 
behaviours aligned with a quality 
rating of parent, therapist and child 
collaboration.  
Note that COSMIN is a methodological quality rating of the study in which the measure has been employed, it does not rate the measure. 
If a separate sample size used for psychometrics of the measure was not clear, the overall sample size of the study was assumed to apply. 
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Clinical utility  
Measures scored as poor to excellent for clarity of instructions (see Table 3.7). 
Three measures utilised an observer form completed by either the researcher or service 
provider. The PII also included a parent self-report measure and the GAMOS was primarily 
parent self-report. Information on training requirements and a training manual was 
reported for the TIERS alone. Periods of observation for the TIERS and PPM were 10 
minutes, and 60 minutes, respectively. The PPM and PII are accessible through authors, 
while the TIERS was published in the Appendix section of the study. The GAMOS can be 
found through Internet search engine tools. Interpretability was reported for the PPM, but 
was not clearly specified for the other measures. To our knowledge, manuals are either 
not accessible or do not exist for any of these measures.  
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Table 3.7 
 
Clinical Utility of the Selected Parent Engagement Measures for Children Receiving Developmental or Rehabilitation Interventions  (CanChild 
Outcome Measures Rating Form; Law, 2004) 
Measure 
Clarity of 
instructions 
Format  
Time to 
complete  
Training 
required 
Availability  
Administration 
and scoring 
Interpretation 
PII (Gavidia-
Payne & 
Stoneman, 
1997) 
Adequate  
Self-completed  
(Parent and 
service provider 
form) 
Not specified  
Not specified/ 
required 
Not specified- 
free/accessed 
from author. 
More complex. 
3-point Likert 
scale. 
Scores calculated to 
create an overall 
index of parent 
involvement. Details 
of interpretation not 
specified.  
TIERS (Basu, 
2007; Basu et 
al., 2010) 
Adequate  
Naturalistic 
observation 
(Observer/service 
provider form) 
Possibly 
length of video 
(10mins) 
Training 
required 
 
Not specified- 
free/accessed 
from study 
appendices. 
Training 
manual for 
raters but not 
accessible.  
 
Easy.  
3-point Likert 
scale. 
Classified high, 
medium or low levels 
of participation based 
on items.  
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GAMOS 
(Hock, 
Kinsman, et 
al., 2015)  
Excellent 
Self-completed  
(Parent form) 
Not specified  Not required 
Accessible 
online 
Easy. 
 6-point Likert 
scale. 
Averaged responses. 
PPM (Aaron 
et al., 2014) 
Poor 
Naturalistic 
observation 
(Independent 
observer form) 
Length of 
meeting 
(approximately 
60 minutes)  
Not required 
No manual. 
Information 
and measure 
provided 
free/accessed 
from author. 
More complex. 
5-point Likert 
scale.  
3-5= no active to very 
little participation; 6-
8= little to some 
participation; 9-12= 
moderate to high 
participation, 13-15= 
advocacy 
level/strongly voiced 
opinion.  
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Discussion 
The large yield, yet the small number of measures that met inclusion criteria, 
indicates that engagement is a term frequently used; however, it remains poorly 
understood and rarely measured in developmental and rehabilitation settings. Four 
measures that assessed engagement for parents of children receiving 
developmental and rehabilitation interventions were examined in this review. Of 11 
excluded measures identified in this paper, nine were utilised in mental health 
settings. Three of the four included measures were solely employed in early 
intervention settings with children under the age of five years. The GAMOS involved 
parents of children with Autism Spectrum Disorder (ASD) aged 1 to >15 years. There 
was a paucity of measures that assessed engagement of parents for children of all 
ages in paediatric developmental and rehabilitation settings. 
Interestingly, in one case, an author deemed their measure not reflective of 
the construct of engagement being measured. Despite meeting inclusion criteria and 
being used in an early intervention setting for children with hearing loss, the measure 
was excluded as a courtesy to the author’s request (FPRS; Moeller, 2000). This 
demonstrates how engagement, when working with children and parents, is an 
evolving construct. 
 While excluded measures (Table 3.3) could have potential application in 
paediatric developmental and rehabilitation settings, a pragmatic approach to restrict 
our search to measures that had been tested within the settings of interest informed 
selection and inclusion of these papers. Excluded measures of parent engagement 
had been used in a range of mental health contexts such as child welfare, behaviour, 
psychiatry, substance abuse, psychotherapy, substance abuse and anorexia 
nervosa, but had not, to date, been applied in developmental and rehabilitation 
settings. We acknowledge that some of these excluded measures could potentially, 
and may eventually, be adapted for use in other contexts. For example, the measure 
of “Client Engagement in Child Protective Services” (Yatchmenoff, 2005) included 
items such as “I was fine before Child Protective Services got involved. The problem 
is theirs, not ours”. Substituting an alternative description to child protective services 
to ensure that item relevance to paediatric developmental and rehabilitation services, 
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is possible, and could be examined in future research, but this was not the purpose 
of the current review. 
Assessment of parent engagement 
Of the three domains of engagement (i.e. ACB) used in this review to 
represent the multifaceted state of parent engagement, all included measures 
captured behavioural engagement. No measures included in the review captured 
affective or cognitive engagement. Behavioural information for included measures 
was gathered from observations of the caregiver/s in-session and questions about 
attendance, adherence and whether parents made suggestions about the child’s 
program (Aaron et al., 2014; Basu et al., 2010; Gavidia-Payne & Stoneman, 1997; 
Hock, Kinsman, et al., 2015). Two measures contained self-report items, where 
perceptions about therapy were recorded, but these items pertained to behavioural 
indicators of engagement. It is feasible that the behavioural domain might be 
measured more frequently than other domains as many actions (e.g. adherence or 
attendance) can be clearly observed and documented. For the affective and 
cognitive domains to be truly assessed, the individual’s beliefs and attitudes about 
emotional engagement with the therapist and the process need to be captured 
through self-report. The King et al. (2014) model of the multifaceted state of 
engagement emphasizes the need to consider affective and cognitive elements, in 
addition to behavioural aspects of in-session engagement, as this information can 
inform understanding of client change processes.  
Two measures examined out-of-session parent engagement. Understanding 
how engagement processes fluctuate over time, through both in-session and out-of-
session periods, is an important research and clinical goal. Measuring all ACB 
elements as they reciprocally influence each other and change during an intervention 
can help therapists adjust aspects of the intervention to improve outcomes (King et 
al., 2014).  
Additionally, it is important for therapists to consider precursors to parent 
engagement, as this knowledge may inform strategies to enhance motivation in 
therapy. In the current study, only one measure (PII) examined precursors to parent 
engagement, albeit in a limited way (Gavidia-Payne & Stoneman, 1997). The PII 
measured parent knowledge about the intervention and perceptions of autonomy 
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regarding independent learning and advocating. D’Arrigo and colleagues (2016) 
drew upon the tenets of Self-Determination Theory (Deci & Ryan, 2002) proposing 
that therapists can support psychological needs for autonomy (i.e. personal control 
and choice); relatedness (i.e. feeling connected); and competence (i.e. feeling 
effective) to facilitate engagement in therapy.  
Psychometric quality 
Psychometric testing was limited for all included measures and was largely 
obtained from journal articles in which measures were originally described. One 
exception was the TIERS, where additional psychometric data were published in a 
thesis (Basu, 2007). It is important to note that the GAMOS psychometric data were 
reported for patients being treated for a range of medical conditions rather than 
targeting children receiving developmental or rehabilitation interventions (Kravitz et 
al., 1993; Sherbourne et al., 1992) and therefore was not included for analysis in this 
study. 
Discrepancies were found between the reported psychometric qualities of all 
included measures described in the published journal articles and the COSMIN 
scores assigned to studies using these measures. This occurred due to lack of 
psychometric detail reported in some papers, limiting evaluation against COSMIN 
criteria. For example, most measures demonstrated good overall internal 
consistency (α= >0.65), indicating that most items assessed the same general 
construct of parent engagement. However, the COSMIN ratings for internal 
consistency was  judged as “fair” due to small sample size (albeit this having been 
adapted for the purpose of this review) and lack of description of how missing items 
were handled. In addition, given that Terwee  et al. (2007) suggest a factor analysis 
undertaken with an adequate sample is required to support  Cronbach Alpha the 
psychometric properties are more  limited than presented in article. 
The PPM and the TIERS had reported  high inter-rater reliability (>91), though 
these studies were only rated as  “fair” or “poor” on the COSMIN due to sample size 
and not identifying the statistic used. Furthermore, the PPM was the only measure 
with reported intra-rater reliability, but the study was rated as “poor” because no 
intra-rater reliability statistic was reported. It is important to note that the COSMIN 
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was developed to capture health-related patient-reported outcomes and as such may 
be overly harsh for the measures in this review.  
The PPM’s study demonstrated a positive rating (Spearman’s rho=0.73) for 
criterion validity when compared to the FPM (Friesen & Pullmann, 2001), potentially 
reflecting a gold standard. The lack of evidence reported for the FPM as a gold 
standard, however, resulted in a score of “fair” on the COSMIN. When scored on the 
COSMIN, the study reporting on the TIERS demonstrated “good” content validity, 
demonstrating that the TIERS measured what it was proposed to measured. 
However, the PII’s study scored as “poor” for content validity because item content 
was not assessed on the study population, despite expert reviewers commenting on 
item content for modification. The purpose of most of the included studies in this 
review, aside from the TIERS (Basu, 2007), was to assess parent engagement, 
rather than analyse the psychometric properties of the measure. The lack of 
psychometric detail and unmet COSMIN criteria in this review nevertheless indicates 
that more research is needed to support the psychometric properties of measures of 
parent engagement employed.   
Generalisability 
Three of the four identified measures (i.e. PPM, TIERS and PII) were used in 
early intervention settings with parents of children aged < five years, and hence their 
generalisability to other settings and age groups has not been fully tested. The 
TIERS appraised practitioner/provider and parent/caregiver behaviours during home-
based as well as playgroup early intervention settings. The GAMOS assessed 
therapy adherence of parents of children with Autism Spectrum Disorder and/or 
Pervasive Developmental Disorder from 1 to >15 years, and was the sole measure 
applicable to an older age group (Hock, Kinsman, et al., 2015).  
Generalisability was limited in other ways. The PPM was designed to evaluate 
engagement of parents at the commencement of the therapy process. Two items of 
the 5-item PPM also appraised levels of team support in encouraging parent 
participation thus measuring transactional behaviours that support parent 
engagement (Aaron et al., 2014).  
The PII focused on parent contribution during early design of the Individual 
Educational Program, as participation of the IFSP meeting (Gavidia-Payne & 
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Stoneman, 1997). Some items of the PII measured parental cooperation, carryover 
of the child’s goals into home settings, as well as attendance at workshops, 
scheduled appointments and precursors to engagement. In contrast, the GAMOS 
was restricted to a measurement of parental adherence to the treatment schedules 
recommended by providers (Hock, Kinsman, et al., 2015), evaluating parental self-
perceptions of ease of compliance (e.g. “I found it easy to do the things my 
doctor/provider/therapist suggested I do”).   
The TIERS was the only measure that used videotaping and rating of 
observations by service providers in natural environments (Basu, 2007; Basu et al., 
2010). The authors acknowledged that further research using the TIERS in other 
early intervention settings would contribute to generalisability. The items were biased 
towards collection of information about collaborative, transactional strategies to aid 
engagement between provider/caregiver and or child, rather than solely focusing on 
parent engagement behaviours. For example, 21 of the 33 items within the TIERS 
represented observations of provider actions that potentially facilitated caregiver 
and/or child uptake of therapy strategies (e.g. “When there was an opportunity, did 
the provider engage caregiver and child in more than one type of activity?”). An 
additional 12 items measured caregiver behaviours contributing to child engagement 
(e.g. “When there was an opportunity, did the caregiver encourage the child to 
participate?”). At the current time, a general parent engagement tool for parents of 
children of all ages (<18 years) that can be used at all stages of therapy, in a readily 
accessible format for therapy service providers, is unavailable. Such a measure 
would potentially advance practice as well as aid in the evaluation of different 
variables associated with engagement in future research. 
Clinical and research utility and implications  
To our knowledge the PII, PPM and TIERS are only accessible through data 
base search, hence limiting their broader use. While most of the measures employed 
an observer component, the PII and GAMOS used a parent self-report. 
Discrepancies between parent and therapist reports of parent engagement have 
been reported in past research (Gavidia-Payne & Stoneman, 1997; Solish & Perry, 
2008). A measure of parent engagement that additionally captures both perspectives 
would be ideal. 
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The focus of this chapter and systematic review was to review the literature 
for existing outcome measures, rather than developing an outcome measure for 
engagement. This thesis highlights the need for such assessments. The 
development of a measure of parent engagement in paediatric rehabilitation and 
developmental services was outside the scope of this thesis. 
Limitations     
This systematic review relied on the use of precise, methodical database 
searches with limited hand searching of journals. Non-peer reviewed literature such 
as unpublished manuscripts, dissertations and reports were not initially included 
within the scope of the original searches. These were only examined if a potential 
measure was identified through database searching. For example, the TIERS 
psychometric data was reported in a published dissertation (Basu, 2007), and this 
reference source was identified in a journal article by Basu and colleagues (2010).  
The COSMIN, used for quality assessment, was potentially excessively harsh 
due to the “worst score counts” algorithm. For example, when assessing reliability if 
sample size was rated as “poor” and yet the statistical methods rated as “excellent”, 
the overall score could only be “poor” (Mokkink, Terwee, et al., 2010a) . To address 
this issue, adjustments were made for sample sizes. Additionally, the COSMIN IRT 
section was deleted because of the sample size requirements. Despite sample size 
and IRT modifications, the majority of studies received scores of “fair”.  
Definitional difficulties associated with the terms outlined in the search criteria 
meant that some studies of parent engagement may have been overlooked. 
Nevertheless, the search terms were still able to capture measures in mental health 
that represented the construct of engagement. As reported in Table 3.2 a variety of 
search terms were used to reflect each engagement domain, such as “therapeutic 
relationship” for affective; “attitudinal” for cognitive; “participation” for behavioural; 
“involvement” and “engagement” for the construct of engagement; and “therapy” and 
“rehabilitation” to denote developmental and rehabilitation settings. Certain search 
terms that represented “developmental” could not be included as the search yield 
produced an inordinate yield that represented an unfeasible number of papers to 
review. For example, a search of the four databases with the finalised search terms 
and filters, increased the search yield to 27,714 papers when adding terms related to 
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developmental (such as development, developing, develops, develop* and 
developmental, depending on database preferences). Despite the adoption of a 
rigorous and structured process for this systematic review, guided by experts in 
systematic reviews and librarians, the challenges of identifying pertinent papers 
relevant to the broadly, but poorly-defined construct of engagement meant that 
decisions to limit the extent of the search were pragmatically dictated. The 
developing construct of engagement in developmental and rehabilitation contexts 
and the nascent definitions for the affective, cognitive and behavioural domains of 
engagement represented a methodological challenge.  
Conclusion 
The aim of this systematic review was to identify and appraise the clinometric 
properties of measures of parent engagement for children and youth (up to 18 years) 
participating in developmental or rehabilitation interventions. Based on the evaluated 
psychometric and clinical utility data of included studies, no measure appeared 
psychometrically acceptable or robust for this use with the target population. No 
measures were identified that captured all three domains (ACB engagement) of the 
state and process of in-session engagement and out-of-session parent engagement.  
An integrative engagement tool for parents of children of all ages in this population 
and setting is needed.  
 
 
Rachel D’Arrigo – Chapter Three  
111 
  
3.4 Summary and conclusions  
This systematic review aimed to identify measures of parent engagement. At 
the time of its publication, this paper highlighted that there were limited measures of 
parent engagement that could be used in paediatric developmental and rehabilitation 
services. Implications for consideration include:  
i)  Despite many measures of engagement being identified in mental health 
settings, there were few measures that were employed in developmental 
and rehabilitation interventions. Measures predominantly assessed the 
engagement of parents in early intervention settings (children under the 
age of five). There was limited evidence of measures used with parents of 
children aged five to 18 years who were receiving therapy. 
ii)  No measure captured all domains of engagement (affective, cognitive and 
behavioural). Measures all focused on the behavioural domain and did not 
capture affective and cognitive domains. This finding may be because the 
behavioural domain involves actions that can be easily observed. Since 
the affective and cognitive domains of engagement reflect individual’s 
beliefs and emotions, these elements can possibly only be captured by 
self-report. A parent self-report measure would offer a means of 
addressing this limitation.   
iii)  Measures predominantly focused on in-session engagement and few 
captured out-of-session engagement. An understanding of out-of-session 
engagement, as well as in-session engagement, is considered important 
as this indicates the extent to which therapy goals are enacted in daily life.  
iv)   Psychometric data was either not assessed or limited in most of the 
measures.  Clinical utility was also limited and some measures were only 
accessible through database search, limiting their clinical use.  
v)      An in-depth understanding of the engagement of parents and their children 
is required in order to create a quality measure of engagement in 
developmental and rehabilitation services.  
Since the publication of this systematic review an observational measure of 
parent engagement in paediatric rehabilitation has been published (King et al., 
2017). This measure is called the Paediatric Rehabilitation Intervention Measure of 
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Engagement-Observation (PRIME-O; King et al., 2017).  It was developed to assess 
in-session multifaceted engagement (affective, cognitive and behavioural domains), 
although it does not measure out-of-session engagement.  
The PRIME-O is an observational assessment of parent engagement in 
therapy that can be conducted by an independent rater or a service provider. It does 
not include a self-report version, and therefore, the assessment of affective and 
cognitive domains of engagement can only be inferred by the service provider or 
researcher.  
 Psychometric testing has been addressed in the recent paper detailing the 
development of the PRIME-O (King et al., 2017). Content validity, construct validity, 
and interrater consensus of the PRIME-O was assed while inter-rater reliability and 
intra-rater reliability were not. To accommodate for not assessing reliability, 
agreement was reported (King et al., 2017). The need for future studies to further 
explore the psychometric properties of this measure has been highlighted by King et 
al. (2017). This measure demonstrated sound clinical utility as it takes 10-15 minutes 
for completion, a therapy session can be recorded and rated at a later time to reduce 
session disruption and the measure is accessible online. Given the characteristics of 
the PRIME-O, it can be potentially transferred to a variety of settings, including 
occupational therapy services (King et al., 2017). 
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Chapter 4  Measures of child engagement in paediatric 
rehabilitation and developmental settings  
4.1 Introduction 
The extent to which child engagement in therapy is linked to therapeutic outcomes 
has been well established in child and youth mental health literature (Hock et al., 2015). 
The association between child engagement and goal achievement in occupational therapy 
in rehabilitation and developmental settings is starting to be explored (King et al., 2018). In 
order to advance this research, a measure of child engagement, which captures the 
aspects of therapy relevant to these settings, is necessary. In this chapter a review of child 
engagement measures that have been used in rehabilitation and developmental settings 
will be undertaken.  
4.1.1 Criteria for an ideal measure of child engagement in therapy 
The previous systematic review on measures of parent engagement (D'Arrigo et al., 
2017) highlighted a range of factors considered relevant to determining a measure of 
engagement. Firstly, to be comprehensive, measures of engagement need to capture the 
affective, cognitive and behavioural domains of engagement (King et al. 2017). The 
affective domain of engagement is the client’s emotional involvement with the therapist 
and the therapy process. An engaged child might demonstrate trust and comfort when 
working with the therapist. King et al. (2017) defines the cognitive domain as the extent to 
which a child appreciates and believes that what is being undertaken in therapy will help 
them achieve personally meaningful goals or be enjoyable. The behavioural domain 
represents in-session participation, collaboration and the ability to practise strategies learnt 
in therapy in everyday life. The engaged child may demonstrate participation in the therapy 
session with the therapist by completing activities with the therapist and asking questions, 
as well as trying things at home. These three domains of engagement would ideally be 
captured in a measure in a way that is age appropriate.  
Secondly, for the affective and cognitive domains of engagement to be genuinely 
captured, these would ideally require an element of self-report.  It is important that the 
child’s perceptions of therapy are somehow assessed in order to understand his/her 
emotional involvement and beliefs about therapy. This aspect, by necessity, would need to 
be age appropriate in order to truly capture the affective and cognitive domains of 
engagement. The question that arises, therefore, is at what age can we capture a child’s 
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beliefs about engagement in therapy? The revised Dimensions of Motivation 
Questionnaire-18 (DMQ 18) manual proposes that it is challenging to gain reliable and 
valid data from self-reports from children under the age of 8 years (Morgan et al., 2009). A 
review of client-centred outcome measures, however, indicated that children as young as 
7 years can complete measures with the support of their parents or caregivers (Tam et al., 
2008). Another consideration is when we move from valuing solely the parent’s 
perceptions of engagement (e.g. when the child is an infant) to valuing both the child and 
parent’s engagement in the therapy process.  
Thirdly, both in-session (King et al., 2014) therapy engagement and out-of-session 
(D'Arrigo et al., 2017; D'Arrigo et al., 2016) therapy engagement may need to be 
considered in a measure. In-session affective, cognitive and behavioural engagement 
manifests in the therapy session, whereas out-of-session engagement occurs between 
sessions for example, when a child practises something learnt in therapy. Therefore, an 
ideal measure of child engagement in therapy would ideally capture both in-session and 
out-of-session therapy engagement.  
It is also important to consider that engagement can change from session to 
session and this variation over time should also be considered when measuring 
engagement. Engagement has been defined as a dynamic, fluid and changing process 
and state (Bright et al., 2015; King et al., 2017) impacted by contextual and environmental 
factors (Poulsen et al., 2013). Given that engagement can fluctuate from session to 
session (King et al., 2018), to capture a child’s true engagement in therapy, measurement 
may need to occur at different time points.  
While a parent engagement measure can be generalised for all parents or 
caregivers of children under 18 years of age, a therapy engagement measure for children 
needs to be age appropriate, and therefore, may have multiple versions in order to 
accommodate developmental needs and ages. The measure also needs to be applicable 
for rehabilitation and developmental services generally and not just a single area of 
intervention (e.g. engagement in handwriting intervention).  
Finally, the ideal measure for child engagement will have undergone sound 
psychometric testing and demonstrate good clinical utility. When assessed by quality 
assessment tools, such as the COnsensus-based Standards for the selection of health 
Measurement Instruments (COSMIN; Mokkink et al., 2010), a study in which the measure 
is used would receive an excellent psychometric rating if a confirmatory factor analysis has 
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been undertaken. For a measure to be clinically useful, it needs to be accessible to 
clinicians, have clear instructions and be efficient to administer.  These expectations for an 
optimal measure for parent engagement arose from the systematic review on parent 
engagement measures (D'Arrigo et al., 2017). Such expectations can serve as a guide 
when considering a measure of child engagement.  
4.1.2 Motivation versus engagement 
A related but separate concept to engagement is motivation. Motivation is described 
as a driving force that provides an incentive and encouragement to act, explore and 
attempt to master tasks in the environment (Miller et al., 2014; Morgan et al., 2009). 
Motivation is defined in the International Classification of Functioning, Disability and Health 
(ICF) as a mental function that produces the incentive to act (World Health Organization, 
2001). Motivation could therefore be considered an individual changing state (Ziviani et al., 
2013). Engagement, however, is suggestive of an interaction between the individual, the 
activity, and others. Given that it may be challenging to find an ideal child engagement 
measure, measures that capture a child’s motivation in therapy could be informative in 
understanding child engagement. Therefore, when searching for measures of child 
engagement in therapy, measures of child motivation that are identified will also be 
analysed.  
4.2 Searching for measures of child engagement in rehabilitation and 
developmental interventions  
A literature review was undertaken in order to identify and review measures of child 
engagement in therapy for children receiving rehabilitation and developmental 
interventions. Two data bases (PubMed and CINAHL) were searched in December 2017 
using search terms listed in Table 4.1. Papers were reviewed in this chapter if they 1) 
focused on therapy engagement (reflecting affective, cognitive and/or behavioural 
involvement) or motivation (defined as a driving force to act; World Health Organization, 
2001); 2) were used with children (<18 years old); 3) referred to or provided a measure of 
child engagement in therapy; 3) were used in rehabilitation or developmental intervention 
settings (involvement of a health professional such as occupational therapy, speech 
therapy, physiotherapy or audiology); and 4) were published in a peer-reviewed journal.  
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Table 4.1  
 
Search Terms 
PICO PubMed CINAHL 
Population Child 
"Child"[Mesh] 
"Child, 
Preschool"[Mesh] 
Children* 
"Disabled 
Children"[Mesh] 
Kid 
Kids 
Paediatric* 
Pediatric* 
Paediatric* 
Peadiatric* 
"Pediatrics"[Mesh] 
Pre-schooler (4-12 
years) 
 
AND 
Rehabilitating 
Rehabilitation 
"Rehabilitation"[Mesh] 
Intervention 
Therapy 
Therapies 
Development* 
Developing 
“Developmental 
Child 
Children 
Kid 
Kids 
Paediatric* 
Pediatric* 
Paediatric 
Peadiatric* 
 
AND 
 
rehabilit* interven* 
therap* develop* 
(MH "Rehabilitation") 
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disabilities” [Mesh] 
Intervention 
(Domain) and 
Outcome 
Engagement 
Engaging 
Engage 
Engaged 
involved 
involvement 
Involving 
Involve 
“therapeutic 
relationship” 
“therapeutic alliance” 
alliance* 
Attitude 
Motivation 
Motivating  
Motivate 
 
AND  
 
‘self report’ 
self-report  
report  
questionnaire  
measur* 
rating  
scale  
tool 
assess* 
 
involv*  
engag* 
"therapeutic 
relationship" 
"therapeutic alliance"  
alliance  
attitud* 
Motivat* 
 
AND 
 
“self report”  
self-report 
 report* 
questionnaire* 
measur* 
scale 
tool 
assess*  
 
 
 
NOT Wedding or marriage 
 
Wedding or marriage 
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Papers were excluded if they: 1) involved a non-medical or non-therapy setting (e.g. 
measuring classroom engagement); 2) involved children over the age of 18 years (adult 
children with disabilities); 3) measured only attendance or retention; 4) assessed only pre-
therapy characteristics of engagement; and 5) were not published in English (due to lack 
of translation services). Relevant papers were full text reviewed and where required, a 
search for the measure was undertaken.  
4.3 Measures of child engagement  
4.3.1 Analysis of measures  
Measures of engagement and measures that can inform child engagement in 
developmental and rehabilitation settings will be reported in this section. At the time of 
writing, two measures which addressed child engagement were identified (PRIME-O; King 
et al., 2017; PRIME-SP; King et al., 2018). As explained previously, while motivation is a 
different construct to engagement, it is still linked. Measures of both child motivation and 
engagement in therapy identified in the search were therefore reviewed in an attempt to 
inform the contribution of child factors to therapy engagement. The following measures will 
be analysed: the Pediatric Rehabilitation Intervention Measure of Engagement-
Observation (PRIME-O; King et al., 2017); the Pediatric Rehabilitation Intervention 
Measure of Engagement-Service Provider version (PRIME-SP; King et al., 2018); the 
Dimensions of Mastery Questionnaire (DMQ; Morgan et al., 2009), the Pediatric Volitional 
Questionnaire (PVQ; Basu et al., 2008) 2008); the Pediatric Motivation Scale (PMOT; 
Tatla, 2014; Tatla et al., 2015) and the Child Behaviour Rating Scale-Revised (CBRS; 
Mahoney, 1998). A summary of the characteristics of these measures are outlined in Table 
4.2 and a summary of the clinical utility of these measures are outlined in Table 4.3. 
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Table 4.2 
 
 
Characteristics of Measures of Child Engagement and Motivation for Children Involved in Developmental and Rehabilitation 
Interventions 
Measure name Setting Completed by 
Engagement 
components 
Population  
  
  
  
  In-session* 
Out-of-
session** 
  
Pediatric 
Rehabilitation 
Intervention 
Measure of 
Engagement- 
Observation 
(PRIME-O; King et 
al., 2017) 
Paediatric 
Rehabilitation 
Independent observer***  A, B, C - 
Child, youth and service 
provider’s (engagement-
related behaviours) 
involved in paediatric 
rehabilitation settings.  
Pediatric 
Rehabilitation 
Intervention 
Measure of 
Engagement- 
Paediatric 
Rehabilitation 
Service provider A, B, C - 
Adolescents in paediatric 
rehabilitation settings. 
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Service Provider 
(PRIME-O; King et 
al., 2018) 
The Dimensions of 
Mastery 
Questionnaire 
Version-18 (DMQ 
18; Morgan et al., 
2009) 
 
Various childhood 
settings (school, 
developmental and 
rehabilitation) 
Adult (e.g. parent, 
teacher) and/or child.  
- - 
Infants, primary school 
aged children and 
adolescents. 
The Pediatric 
Volitional 
Questionnaire 
(PVQ; Basu et al., 
2008) 
 
Various childhood 
settings (clinic, home, 
school, play areas) 
Service provider - - 
Children with and without 
disability. 
The Pediatric 
Motivation Scale 
(PMOT; Tatla, 
Paediatric rehabilitation 
Child (assisted by 
therapist) and/or 
therapist. 
- - 
Children (8-18 years old) 
in rehabilitation with and 
without an Acquired Brain 
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2014; Tatla et al., 
2015) 
 
Injury (ABI). 
Child Behaviour 
Rating Scale-
Revised (CBRS; 
Mahoney, 1998)  
 
 
Developmental 
 
Independent observer 
B - 
 
Child with developmental 
delay and their parents. 
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Table 4.3 
 
Clinical Utility of Child Engagement and Motivation Measures for Children Receiving Developmental or Rehabilitation Interventions  
Measure Format  Time to complete  Training required Availability  
PRIME-O  
(King et al., 2017) 
Observer form 
10-15 minutes (not 
including length of 
observation)  
Required Online 
PRIME-O  
(King et al., 2018) 
Service provider form Little time to complete Not required Online 
DMQ 18   
(Morgan et al., 2009) 
Parent or teacher form 
or child self-report. 
10-15 minutes No specified  Online 
PVQ  
(Basu et al., 200) 
Service provider form 
Length of observation 
(10-30 minutes) 
Not required To purchase 
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PMOT  
(Tatla, 2014; Tatla et al., 
2015) 
Child friendly form 
(administered by service 
provider) and service 
provider form 
Length of observation 
(60 minutes) 
Not specified Online 
CBRS  
(Mahoney, 1998) 
Observer form 
Length of observation 
(15 minutes) 
Required Unable to find 
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4.3.2 Pediatric Rehabilitation Intervention Measure of Engagement - Observation 
(PRIME-O; King et al., 2017) 
The PRIME-O is a 10-item observational measure of engagement designed to 
assess engagement-related behaviours for the child, parent and service provider (King et 
al., 2017). This measure is designed to assess affective, cognitive and behavioural 
domains of engagement which was first conceptualised by King et al. (2014).  
In-session engagement is the focus of the PRIME-O measure. The measure 
involves the rating of videotaped therapy sessions by an independent rater about both 
client’s and provider’s engagement-related behaviours. The independent rater undergoes 
training to have a good understanding of the affective, cognitive and behavioural domains 
of engagement. Out-of-session engagement is not addressed.  
Preliminary psychometric testing was undertaken on the PRIME-O to determine 
content validity, inter-rater consensus and construct validity (King et al., 2017). Content 
validity was determined by providing signs of engagement and how to discriminate 
between children, youth and service provider engagement behaviours. Aspects of 
reliability such as inter-rater reliability and intra-rater reliability were not addressed due to 
limited raters, and alternatively, consensus was reported (King et al., 2017). Consensus of 
rating the PRIME-O was high (86%). The significant difference between signs of high and 
low engagement demonstrated construct validity.  
The PRIME-O uses a 5 point Likert scale where the assessor rates the degree to 
which they observed each item (0=not at all; 2= a moderate extent; and 4= a great extent). 
Items are divided into those for the client, provider and the child-provider interaction. There 
is space within the assessment for observers to make notes about the context and setting, 
which can be used for clinical purposes. Scoring is based on averages, average scores 
are calculated for the affective, cognitive and behavioural indicators of engagement. 
Higher scores indicate higher engagement. The average score over all items indicates an 
overall engagement score.  
 It is expected that the measure will be completed in 10-15 minutes (not including 
the observation time). The session can be video recorded and then rated to limit disruption 
to the clinical session. The measure is freely accessible online. The measure has potential 
to be employed in a variety of settings, as during the development of the PRIME-O the 
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video-recorded therapy sessions were conducted with a variety of health professionals 
(King et al., 2017). This included occupational therapists, physical therapists, recreation 
therapists, music therapists and speech-language therapists (King et al., 2017). During this 
developmental stage of the measure the age range of the children and for which the 
measure was conducted was not reported.  
4.3.3 The Pediatric Rehabilitation Intervention Measure of Engagement- Service 
Provider (PRIME-SP; King et al., 2018) 
The PRIME-SP was designed to capture the service provider’s observations of 
client engagement within a therapy session. This measure has been used in a study that 
has measured youth engagement in paediatric rehabilitation (King et al., 2018). It has 
been proposed to be a helpful tool for educating students and novice practitioners and for 
prompting reflection for clinicians.  
This measure was developed by King (2018), the same author who conceptualised 
the affective, cognitive and behavioural domain of engagement (King et al., 2014). The 
PRIME-SP’s conceptual basis of engagement reflects the multifaceted and fluid states of 
the affective, cognitive and behavioural domains of engagement. The PRIME-SP was 
initially used in a study on youth engagement in paediatric rehabilitation (King et al., 2018). 
The measure was a single-page assessment which consisted of an overall rating of 
engagement (extremely engaged, engaged, somewhat engaged and disengaged) and an 
area for the service provider to record factors that may have influenced client engagement. 
The most recent version is available online. It includes individual ratings for affective, 
cognitive and behavioural engagement. This measure gains the service providers 
perspectives of client engagement. While it has been used for assessing youth 
engagement in research (King et al., 2018), it has not yet been used for children younger 
than adolescence in research. This measure can provide an understanding of client 
engagement over time if it is administered at different time points (e.g. after each therapy 
session). 
Testing of the PRIME-SP was conducted by multiple clinicians and researchers for 
face and content validity (King et al., 2018). Further psychometric testing is required. In 
regards to clinical utility, training is not required to use the PRIME-SP. The measure 
appears to be simple to administer and takes little time to complete.  
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4.3.4 The Dimensions of Mastery Questionnaire Version-18 (DMQ 18; Morgan et al., 
2009) 
The DMQ-18 (Morgan et al., 2009) aims to capture caregiver, teacher and child 
perceptions of the child’s mastery motivation. Mastery motivation is “a psychological force 
that stimulates an individual to attempt independently, in a focused and persistent manner, 
to solve a problem or master a skill or task which is moderately challenging” (Morgan et 
al., 1990, p. 319). There are four versions of the DMQ-18 for different age groups: infant 
version (6-2 months) rated by an adult; preschool version (2-6 years) rated by an adult; 
school age adult (parent or teacher) administered version (1st grade to high-school); and 
school age self-administered version (3rd grade to high school).  
The school age self-administered version of the DMQ 18 can be self-administered 
or completed via interview with the child. Therefore, it allows the self-perceptions of 
school-aged children to be captured. Morgan et al. (2009) argued that it is challenging to 
achieve valid and reliable data from self-reports of children under 8 years of age. Some 
researchers using the DMQ 18 have read items to younger children or have used pictures 
of faces depicting various emotions to help them rate their motivation (Morgan et al., 
2009).   
The development of the DMQ began in the 1980’s, and early versions were created 
to assess the mastery motivation of infants and children younger than preschool age. 
These earlier manuals include the Individual Assessment of Mastery Motivation (Morgan et 
al., 1992) and the Mastery Motivation Tasks manual (Morgan et al., 1991), and involved 
procedures for administering mastery motivation tasks and challenging and persistence 
such tasks.  
The most recent versions of the DMQ-18 extended the assessment for infants, 
primary school aged children and adolescents. The current version is the DMQ-18. In the 
DMQ-18, various aspects of mastery motivation are reported as seven scales:  
object/cognitive tasks; gross motor persistence; social mastery with adults; social mastery 
with peers/children; mastery pleasure (positive affect after task completion); negative 
reactions to challenge; and general competence compared to peers.  
The DMQ-18 has undergone psychometric testing. A systematic review by Miller et 
al., (2014) proposed that while the DMQ-18 demonstrated adequate validity and evidence 
of reliability, further psychometric testing was required for test-retest reliability and 
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construct validity. The DMQ-18 demonstrates good clinical utility. The manual and 
questionnaires are accessible online, and there is no specification for any training 
requirements. The DMQ-18 is reported to take 10-15 minutes to administer (Miller et al., 
2014).  
4.3.5 The Pediatric Volitional Questionnaire (PVQ; Basu et al., 2008) 
The PVQ aims to assess the child’s motivation through observing the child’s 
interaction with the environment and the impact of the environment on the child’s volition 
(Basu et al., 2008). Basu and colleagues (2008) consider volition to refer to the “motivation 
for occupation” and is defined as a “pattern of thoughts and feelings that predisposes and 
enables persons to anticipate, choose, experience, and interpret behaviour” (p.7). The 
PVQ was designed for children from 2-7 years of age with and without disabilities in 
environments which influence the child’s volition (e.g. clinic, home, school, play areas; 
Basu et al., 2008). 
The PVQ involves the therapist completing the assessment during the observation. 
There is no limit on the length of observations, but these can last 10-30 minutes. The PVQ 
has 14 items under three domains of volitional development: achievement (e.g. pursues 
activity to completion); competency (e.g. stays engaged); and exploration (e.g. shows 
curiosity).   
The systematic review by Miller et al. (2014) proposed that the psychometric 
properties for the PVQ were poor and further research in this area was required. However, 
it demonstrated good clinical utility. The PVQ can take 10-30 minutes to administer, the 
manual and score forms are able to be purchased and it does not require formal training to 
administer. The cost of the measure may mean it is harder for therapists to access in a 
clinical setting, and other options may therefore be chosen (Miller et al., 2014).  
4.3.6 The Pediatric Motivation Scale (PMOT; Tatla, 2014; Tatla et al., 2015) 
The PMOT is a child motivation measure that can inform the development of a child 
engagement measure in therapy. The aim of the PMOT is to understand the child’s 
motivation for engaging in rehabilitation activities from their perspective and was designed 
for children in rehabilitation with and without an Acquired Brain Injury (ABI).  
The PMOT includes six subscales theoretically informed by Self-Determination 
Theory (SDT; Deci & Ryan, 2002). It includes the subscales of competence, relatedness 
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and autonomy in order to reflect the tenets of SDT that includes the need for a sense of 
choice and control (autonomy), belonging (relatedness) and mastery and challenge 
(competence). The other scales represent interest/enjoyment (indication of intrinsic 
motivation) and value/usefulness and effort/importance (indication of external motivation) 
(Deci & Ryan 2017).  
Tatla (2014) proposed that SDT was appropriate for investigating client motivation 
in therapy because it was well researched and applied to a variety of contexts examining 
how activity is related to wellbeing (Tatla, 2014). The subscales of the PMOT were also 
informed by Intrinsic Motivational Theory (McAuley et al., 1989), which considers intrinsic 
motivation to be multidimensional (Tatla, 2014), and self-efficacy theory (Bandura, 1997), 
which proposes that intrinsic interest is a function of self-efficacy and success. The PMOT 
captures the concepts underlying the motivational process using SDT rather than the state 
of engagement (affective, cognitive and behavioural involvement).   
When developing and testing the PMOT, children completed the PMOT with the 
researcher after 45 minutes of therapy activities (60 minutes altogether with the PMOT 
administered). A review of the items and the nature of the procedure (administered after 
the therapy session), suggests that the PMOT measures in-session motivation (e.g. “In 
today’s session” and “The activities we did in therapy today”). This measure does not 
appear to capture out-of-session motivation. 
The PMOT aims to capture a child’s self-reported motivational experience during a 
rehabilitation session. The scale utilises a 6-point smiley face Likert scale ranging from 1 
(not true at all) to 6 (definitely true). This is the only assessment that involves this child-
friendly administration option. Children were required to be functioning at least an 8 year 
old level to participate in the study. While this measure allows for a large age range (8-18 
years old), there is no PMOT applicable for children under 8 years old. 
Tatla et al. (2015) demonstrated that the PMOT has strong internal consistency and 
test-retest reliability. For convergent validity, moderate correlation was found between the 
PMOT and the PVQ when tested on a sample of children in rehabilitation, but no 
correlation was found when used in a general activity session without disabilities. Tatla et 
al. (2015) argues that this may be a result of the PMOT being created for a rehabilitation 
therapy session and the activity session for healthy subjects may not have been relevant. 
The authors report that while there is preliminary evidence of the psychometric properties 
for the PMOT, further scale development is required. The authors also propose that items 
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would benefit from factor analysis to confirm theoretical understanding of the constructs 
(Tatla et al., 2015). 
The clinical utility of the PMOT is good. The PMOT takes 15 minutes to complete by 
the child with the therapist’s assistance, and alternatively a researcher or therapists can 
complete the PMOT after the session is over. There are no training requirements specified 
and the PMOT is available free online. Scoring involves determining the average score per 
subscale or total average score. The higher the score indicates the higher quality or type 
of motivation for the child.  
4.3.7 Child Behaviour Rating Scale-Revised (CBRS; Mahoney, 1998)  
The CBRS revised assessment was created to assess child behaviour, through 
observational assessment (Van Keer et al., 2017). However, this assessment identified 
similar constructs to child engagement in therapy, and therefore could inform a child 
engagement measure. This assessment has been used to measure parent-child 
interaction and in particular the child’s interactive engagement (Van Keer et al., 2017). It 
has been used in a recent study on child development with children with developmental 
and intellectual disabilities (Van Keer et al., 2017).   
The CBRS identifies two domains of a child’s interactive engagement and initiation. 
The attention domain consists of four subdomains: attention to activity; persistence; 
involvement; and cooperation. The initiation domain consists of three subdomains: 
initiating activities; joint attention and affect (Van Keer et al., 2017). All of these domains 
represent the child’s interaction with the parent or activity and could be reflective of the 
behavioural domain of engagement. The exception is the “affect” subdomain which 
assesses the child’s general emotional state during the interaction, expressed through 
smiles, laughs or vocalisations (Van Keer et al., 2017). This construct has potential to 
capture the affective domain of engagement, but since it is not a self-report measure, it 
would be assessed under the behavioural domain (observing behaviours rather than 
assessing self-beliefs).  
Validation research on the original CBRS demonstrated that sufficient internal 
reliability and factor analysis has been carried out for this assessment (Kim et al., 2000). 
This assessment appears to assess in-session interactive engagement, assessing 15-
minute unstructured play at home, or at a day care facility. This involves interaction of the 
child with the parent and activity, rather than with a therapist. In regards to clinical utility 
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and training requirements, researchers involved in a study using the CBRS underwent 30 
hours of training in the assessment (Van Keer et al., 2017), implying that significant and in 
depth training is required. There was limited research that could be accessed on the 
CBRS. More research is required to investigate its clinical utility and psychometric 
properties.  
4.4 Discussion  
It is important to note that this chapter and thesis focused on reviewing current 
measures of child engagement in paediatric rehabilitation and developmental settings. The 
development of a measure of child engagement in this setting was not within the scope of 
this thesis. The PRIME-O, PRIME-SP and the measures of child motivation analysed offer 
guidance into how a measure of child engagement in therapy can be designed. 
Unfortunately, these measures do not assess the child’s own perceptions about their 
engagement in therapy. Therefore, there is no ideal or comprehensive measure of child 
engagement in therapy that can be used in rehabilitation and developmental settings. 
The PRIME-O and PRIME-SP capture child therapy engagement conceptually, but 
do not include a child self-report. The PMOT and DMQ. Although created to assess 
motivation, offer some guidance into how a measure of child engagement could involve 
self-report. The DMQ demonstrates how children under 8 years may be able to give self-
reflections through interview administered format using visuals. The DMQ offers different 
measures for various ages and involves diverse methods of administration depending on 
the child’s age (teacher, parent, child perspectives).  It may not be reliable to ask the 
perspectives of children under a certain age (to be determined), and in these cases the 
focus may need to continue to be parent report.  
4.5 Conclusion 
A number of measures have been identified that provide an understanding of how 
child engagement in therapy has been conceived. The PRIME-O and PRIME-SP 
demonstrate potential for being measures of child engagement in occupational therapy, 
since they capture the domains of affective, cognitive and behavioural engagement and 
are used in rehabilitation settings. Given the ideal criteria for a therapy engagement 
measures for children specified in this chapter, additional versions of these measures that 
include child self-report and different versions for different ages would be beneficial for 
research and clinical practice. The PMOT and the DMQ-18 both demonstrate how a child’s 
perspective can be captured, but on measuring motivation rather than engagement. The 
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multiple versions of the DMQ-18 also portray how additional assessment options can be 
created for different ages and different stakeholders (parent, child and teacher; Morgan et 
al., 2009). Future measures in therapy engagement in paediatric rehabilitation and 
developmental settings would be advanced by these characteristics.  
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Chapter 5  Methodology for papers three, four and five 
5.1 Introduction 
This chapter will outline the overall methodology for this thesis. To this end, the 
research design will be described along with the rationale for its selection. This will be 
followed by an outline of the participant recruitment, ethical approval, data collection and 
data analysis procedures.  
5.2 Research Design  
The primary aim of this doctoral thesis was to understand engagement in 
occupational therapy and how it is facilitated when working with children and their parents 
in rehabilitation and developmental settings. Qualitative research methodology using an 
interpretive description approach (Thorne, 2016) has been adopted to answer the following 
questions: 
1. What are occupational therapists’ perceptions about parent engagement in the 
delivery of rehabilitation and developmental interventions for children? 
2. What are occupational therapists’ perceptions of engagement of children involved in 
rehabilitation and developmental occupational therapy interventions? 
3. What are occupational therapists’ perceptions of the engagement strategies they 
use and how do these manifest in their actual behaviours when working with 
children and parents?  
An interpretive description approach (Thorne, 2016) was the overall qualitative 
research methodology used to answer the research questions. Interpretive description 
reflects a constructivist and naturalistic orientation to enquiry, and examines a clinical 
phenomenon with the goal of identifying themes and patterns from subjective 
perspectives, whilst also accounting for variations between individuals (Hunt, 2009). 
Interpretive description is designed around a disciplinary contextual framework and allows 
the research to draw upon perspectives of a group of people with shared understandings 
and experiences. It involves finding data that extends beyond the self-evident through 
accumulated knowledge (such as clinical wisdom) and established literature to see what 
else might exist. Therefore, through interpretive description, new insights can be 
generated and translated into practice (Thorne, 2016). 
Rachel D’Arrigo – Chapter Five 
 
142 
  
Interpretive description involves answering a real-world question (e.g. what do we 
know about how occupational therapists engage children and parents in therapy sessions) 
and gaining an understanding of what is known and what is unknown on the basis of 
existing research. This approach values context, where a particular population can benefit 
from new findings (Thorne, 2016). This research focuses on occupational therapists 
working with children and families in developmental and rehabilitation settings and the 
clients to whom they provide services. In interpretive description, data collection can take 
many forms in order to answer the research question (Thorne, 2016). Interpretive 
description also encourages borrowed techniques, and uses methods from other 
qualitative approaches for data collection and analysis (Thorne, 2008). 
5.2.1 Philosophical beliefs underpinning the research methodology 
There are a range of approaches and perspectives informing research methods. 
This qualitative study used ontological and epistemological beliefs to inform the 
methodology of the research.  
Ontology involves understanding the “possibility of a singular, verifiable reality and 
truth versus the inevitability of socially constructed multiple realities” (Patton, 2002, p. 
134). An ontological approach aims to understand the kind of human being, the nature of 
their reality and that there are multiple realities. For example, this research involved 
occupational therapists from a range of contexts in order to gain multiple perspectives and 
experiences on child and parent engagement in therapy. Ontology asks the question “what 
do we believe about the nature of reality?” (Patton, 2002, p. 124). 
Epistemology involves “the possibility and desirability of objectivity, subjectivity, 
causality, validity and generalisability” (Patton, 2002, p. 134). In this research, the project 
involved gaining perspectives from a range of occupational therapists (in rehabilitation and 
developmental settings) who worked with children (and their families) in order to determine 
subjective accounts and be generalisable to occupational therapists working with children 
and families. Epistemology asks the question “how do we know what we know” (Patton, 
2002, p. 124).   
5.3 Ethical approval 
Ethical clearance was sought and granted by the Human Research Ethics 
Committees in Queensland, Australia from: (i) The University of Queensland 
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(2012001411) (see Appendix 1); and (iii) Children’s Health Queensland 
(HREC/16/QRCH/321) (See Appendix 4). Further gate keeper approval was gained from 
the Department of Communities, Child Safety and Disability Services (COM 03273-2016; 
see Appendix 3); and two private practices (see Appendix 6 and 7).  
5.4 Participants and recruitment  
In interpretive description, interviews are sought with people who have knowledge 
of the phenomena under study (Thorne, 2016). Participants of this study included 
occupational therapists who had experience working with children and families in 
rehabilitation and developmental settings. There were two different groups of occupational 
therapists recruited for this research. Focus group and interview participants were 
recruited first. Therapy observation and key information interview participants were 
recruited second. Separate recruitment processes were used for the two groups.  
5.4.1 Focus groups and interview participants  
A purposive sampling technique was used for recruitment. Purposive sampling 
ensured that occupational therapists from a range of settings and services (providing 
rehabilitation and developmental interventions), who worked with a variety of children with 
different diagnoses and disabilities and their families were recruited. Thirty-two 
occupational therapists who were working with, or who had previously worked with, 
children and their families participated. Participants were invited to participate in focus 
groups or individual face-to-face interviews to gain in-depth perspectives. Three 
participants were involved in pilot one-on-one interviews. A total of five focus groups were 
completed, each consisting of between two and seven participants. Six separate face-to-
face individual interviews were conducted to accommodate participants’ availability. 
Therapists were first provided with general information about the focus group or 
interview at team meetings or by email. Interested therapists were provided with a 
Participant Information Sheet and a Consent Form (see Appendix 8 and 9). Informed 
consent was gained prior to the focus group or interview. The semi-structured interview 
format was used to facilitate focus group discussion or guide the individual interview. 
Focus groups and interviews were conducted in a quiet room convenient for participants 
and audio recorded. Participants were offered choice regarding timing and location of 
Rachel D’Arrigo – Chapter Five 
 
144 
  
focus groups/interviews (workplace, university or library) and focus groups/interviews 
ranged from 30 to 120 minutes.  
The mean age of the 32 focus group and interview participants was 33.94 years 
(SD=10.56). Average years of clinical experience was 9.69 years (SD=9.35). This 
represented a group of a range of experiences to enhance the generalisability and 
credibility of the research. All participants were female which reflects the gender 
distribution of occupational therapy in Australia. Therapists worked in a range of settings 
including hospital, community, disability, education, private practice and not-for-profit 
organisations (5.1).  
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Table 5.1  
 
Focus Group/Interview Participant Characteristics 
Characteristics n=32 
 Mean SD 
Age (years) 33.94 
 
10.56  
Experience (years) 9.69 
 
9.35 
Work setting  n % 
Disability services 3 9.38 
Hospital 3 9.38 
Not-for-profit 1 3.13 
Private practice  9 28.13 
Education setting 6 18.75 
Community health 7 21.88 
University clinic 2 6.25 
Rehabilitation centre  3 9.38 
Other 1 3.13 
 
Please note a number of individual participants worked in 
more than one context and therefore, percentages do not 
add up to 100%.  
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5.4.2 Therapy observation and key informant interview participants  
Further purposive sampling was used to recruit therapists who all had extensive 
experience (>5 years) to gain an understanding of their experiences working with children 
and parents in therapy. Occupational therapists with experience were sought to gain 
potentially embodied and intuitive strategies for child and parent engagement. Six 
occupational therapists and their clients (children and parents) were recruited for the 
study. Occupational therapists and their clients were observed in a therapy session and 
the occupational therapist participated in an interview after the therapy session. Seven 
therapy observations and interviews were conducted. One participant was observed and 
interviewed twice, because the therapist wanted to share more of her thoughts around 
child and parent engagement.  
This part of the research was advertised to occupational therapists by email or at 
work team meetings. Two occupational therapists who were involved in the focus 
groups/individual interviews expressed interest in further participation. Occupational 
therapists were given a Participant Information Sheet and a Consent Form to sign if they 
hadn’t already read or completed one. This occurred if they participated in the previous 
data collection stage (focus groups) (see Appendix 10 and 11). Once consent was 
obtained, therapists were given the opportunity to choose and ask a parent and child to be 
observed and video recorded in one of their therapy sessions. The parent was provided 
with verbal information about the research study by their therapist and a Participant 
Information Sheet to review (see Appendix 12). Parent consent forms (see Appendix 13) 
were signed prior to observation and video recording of the therapy session. The research 
was also explained to the children indicating that they would be helping the therapist 
“make a movie”. A Participant Information Sheet and Consent Form was created for 
children over 8 years of age (see Appendix 13 and 14). 
Table 5.2 details the participant demographics for therapy observation and key 
informant interview participants. Occupational therapists were all female, with an average 
age of 38.50 years (SD=4.79) and experience of 16.42 years (SD=4.71). Occupational 
therapists were again recruited from different settings in order to get a range of 
perspectives. This included private practice, community health, rehabilitation settings and 
hospital settings. All therapists worked with children from 0-18 years and their families.  
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Parents involved in the therapy observation included five mothers and one father. 
Children ranged in age from 2 to 8 years. Diagnoses included Autism Spectrum Disorder, 
Acquired Brain Injury (ABI), anxiety (secondary diagnosis), unilateral hemiparesis as a 
result of ABI, Attention Deficit Hyperactivity Disorder and Speech and Language Disorder. 
One child did not have an official diagnosis at the time of the therapy observation.  
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Table 5.2  
 
Therapy Observation and Key Informant Interview Participants 
Characteristics n=6 
 Mean SD 
Age (years) 38.50 
 
4.79 
 
Experience (years) 16.42 
 
4.71 
 
Work setting  n % 
Hospital 
2 
33.30 
 
Private practice  
3 
50.00 
 
Community health 
1 
16.70 
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5.5 Data collection 
5.5.1 Focus group and individual interview  
Focus groups and individual interviews were used to gain in-depth perspectives on 
child and parent engagement. Focus groups, which involved interviewing a small group of 
people, were included in data collection to gain a range of perspectives (Patton, 2015). 
Focus groups allow individuals to hear and comment on other individual’s responses, 
which allows expression of ideas beyond their original thoughts (Patton, 2015). This 
method of data collection, for the purpose of interpretive description, generates social and 
shared knowledge, beliefs and attitudes that inform behaviour (Thorne, 2016).Therapists 
were also asked to complete an Occupational Therapist Background Information Form, 
which asked questions about their professional background and career experience (see 
Appendix 15). 
A semi-structured interview guide (see Appendix 16) was used to generate 
discussion in each focus group and/or individual interviews. A semi-structured interview 
was chosen as it allows for guided but open discussion co-created by the interviewer and 
interviewee (Miller, 1999). An interview guide provides questions for exploration during the 
course of the interview, to ensure the main areas of enquiry are pursued (Patton, 2015). 
Interview guides are required for focus groups to keep the discussion between others 
focused but allow sharing of individual experiences and perspectives to be shared (Patton, 
2015). To ensure all perspectives were gained from all participants of the focus group, the 
researcher discussed the importance of gaining experiences from occupational therapists 
with varying levels of experiences and would ask occupational therapists who had minimal 
input if they had any perspectives or experiences to add/share.  
The guide (Appendix 16) asked questions about occupational therapists’ 
perspectives on 1) how therapists know when a child or parent is engaged /disengaged; 2) 
reasons for engagement and/or disengagement; 3) how therapists influence engagement; 
4) barriers and facilitators to engagement; 5) the importance of engagement; and 6) how 
engagement changes over the therapy process. Probes and follow up questions were also 
used to deepen responses (Patton, 2015). These discussions and interviews were audio-
recorded and transcribed verbatim.  
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Prior to focus groups and individual face-to-face interviews, the lead researcher and 
a supervisor audio-recorded and reviewed a practice interview. A further three pilot 
interviews were undertaken to refine the semi-structured interview guide. Pilot interviewing 
is a process to help finalise the wording and sequence of questions and services as a 
training tool for the interviews (Miller, 1999). There was a process of continuous reflection 
and modification made to the interview guide after each focus group/interview and before 
conducting further interviews. Slight adjustments to the protocol were informed by this 
systematic approach. This helped to ensure that questioning at subsequent interviews was 
consistent, appropriate for each interviewee’s situation, and informed by previous data 
collection. The transcriptions were uploaded and organised using NVIVO 10 (QSR 
International Pty Ltd, 2014). 
5.5.2 Therapy observations and key informant interviews   
Observation and field notes 
Occupational therapist-child-parent triads were observed and videotaped. The 
observation was undertaken in the same room as therapy was undertaken. Therapists 
completed a form gaining information about their demographics, professional background 
and career experience (see Appendix 15). It is also recommended to take field notes when 
one engages in observation of participants. Field notes involve taking a “literal account” of 
what the researcher is observing in the setting- the processes of social interaction and the 
context for this in which this is undertaken (Miller, 1999). Field notes were completed by 
the lead researcher during and after each session observed. The field notes completed 
during the session represent the researcher’s first impressions and perceptions about the 
parent and child’s engagement and therapist behaviours that promoted client engagement 
within the session. During the observation, the lead researcher also noted potential 
strategies or behaviours to discuss in the key informant interview after the session. Field 
notes were typed. After the session, the lead researcher also reviewed the video 
recordings and made more detailed field notes, to represent a true literal account of what 
happened. The lead researcher’s reflections were also recorded in a qualitative log after 
the observation and interview (Shenton, 2004). All reflections and field notes were 
included in analysis.   
Key informant interview  
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Key informant interviews were conducted with each therapist after the therapy 
session was completed and video-recorded (Appendix 17). Key informants differ from 
other informants by the nature of their position in culture and their information-rich 
connection to the research topic. A key informant is an individual who possesses specialist 
knowledge and is willing to share this knowledge, experience and skills with the researcher 
(Gilchrist & Williams, 1999). A key informant interview provides information through formal 
interviewing and informal verbal interchanges and conversations (Gilchrist & Williams, 
1999). In this study, the key informant was the occupational therapist experienced in 
engaging children and parents in therapy interventions.  
Key informant interview questions referred to what the therapist, child or parent did 
in the therapy session and sought to understand why these behaviours occurred. 
Stimulated recall (Huang, 2014) was used, where participants watched sections of the 
recorded therapy session to assist the participant to recall what they did in the session, 
answer the researcher’s questions and inform their perspectives. Key informant interviews 
were audio recorded and transcribed verbatim. All therapists were interviewed immediately 
after the therapy session except one who was interviewed a week later to accommodate 
her clinical responsibilities. Key informant interviews were transcribed verbatim.  
5.5.3 Data saturation  
 When using an interpretive description approach, it is recommended that the 
researcher looks for signs of data saturation, that is, when collected data is comprehensive 
enough to answer the research question and there are no new perceptions emerging 
(Braun & Clarke, 2006; Thorne, 2016). In this research, data was collected until no new 
perspectives were emerging. Data saturation occurred after the seven interviews were 
completed.  
5.6 Analysis  
Data gathered from the focus groups and semi-structured  interviews as well as 
data collected from the observations (field notes) and key informant interviews were all 
analysed using thematic analysis guided by an inductive approach (Patton, 2015). The 
steps of thematic analysis outlined by Braun and Clarke (2006) were applied and analysis 
was informed by an interpretive description approach (Thorne, 2016). 
 Becoming familiar with the data 
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The researcher immersed herself in the data to become familiar with the content. One can 
immerse themselves in the data by engaging in data collection, the transcription process 
and multiple readings of the data (Braun & Clarke, 2006; Thorne, 2016). The lead 
researcher became immersed by participating in data collection, transcription, checking 
accuracy of transcriptions and field notes, multiple readings and reviewing video 
recordings and field notes. The lead researcher also produced low inference summaries of 
transcripts for the focus groups and individual interviews, with ongoing review and 
discussion about any ambiguous participant statements with one of the supervisors. This 
iterative process continued until consensus was reached about the meaning of participant 
statements to ensure that interview transcripts and field notes reflected this meaning. 
Immersion in interpretive description allows the researcher to develop insights and 
observations that were not anticipated prior (Thorne, 2016).  
 Generating initial codes  
The process of coding involves sorting data into meaningful collections (Braun & 
Clarke, 2006). Interpretive description involves the qualitative process of coding data 
(Thorne, 2016), and for this study, an inductive coding strategy was developed using a 
thematic approach (Marks & Yardley, 2004; Patton, 2015). Inductive coding involves 
drawing raw information emerging from the data (Marks & Yardley, 2004). 
The process of coding was undertaken by the lead researcher and one-two 
supervisor. First, the lead researcher and a supervisor independently generated a set of 
broad codes based on a representative sample of the data (approximately 20% of 
transcripts and/or field notes). They then discussed these two coding sets and reached 
consensus on a coding strategy to be tested. At this point some codes were modified, 
some collapsed into other codes and others refined. For example, in the parent 
engagement study (Chapter Seven, Paper Three), the code “does not follow through” was 
collapsed under the code “lack of input or interest in therapy”. For the child engagement 
study (Chapter Eight, Paper Four) the code “the child’s enthusiasm” was collapsed under 
the code “golden moments of flow”. For the strategies of engagement paper (Chapter 
Nine, Paper Five), the code “valuing the child’s input” was collapsed under the code 
“giving the child control and valuing their input”. The lead researcher and supervisor/s met 
multiple times after a certain percentage of the data was coded. Any variations in coding 
strategy were attended to by discussion and consensus. 
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 Searching for themes  
The next stage of thematic analysis involves searching for themes. Once codes are 
developed, they can be grouped together to represent overarching themes (Braun & 
Clarke, 2006). Codes were collated into potential themes by the first author. The first 
author engaged in flow diagrams, drawings and developing lists/tables to draw 
relationships between codes that formed broader categories that represented themes (see 
Appendix 18, 19 and 20). 
 Reviewing themes 
Once a set of themes were generated, these themes were reviewed for their 
applicability. Throughout this phase, themes are reviewed to see if there is enough data to 
support the theme; if there is overlap with another theme and needs to be collapsed; or if a 
theme needs to be separated into others (Braun & Clarke, 2006). These potential themes 
were reviewed by the lead researcher and two supervisors to check their suitability for the 
coded extracts and data (Patton, 2015). Through discussion and consensus, the coding 
strategy and initial themes were further developed and adapted. Other themes were also 
suggested and the first author refined the codes for these themes (see Appendix 18, 19 
and 20), generating clear definitions and names for each theme.  
 Defining and naming themes 
This stage involves defining and refining what each theme represents (Braun & 
Clarke, 2006). The lead researcher finalised definitions and the names for each theme. 
The codes within each theme were also reviewed and refined (See Appendix 18, 19 and 
20).  
5.6.1 Credibility and Trustworthiness  
A number of strategies were implemented to ensure the credibility and 
trustworthiness of this research. Ensuring credibility of the research is important in 
qualitative methodology to show that valid results are being presented (Shenton, 2004). 
The researcher in any qualitative study brings with them potential influences and biases to 
the study (Pearson & Hannes, 2013). The role of the researcher and reflexivity must be 
considered through the research process (Pearson & Hannes, 2013). For this reason, the 
PhD candidate has written a reflective stance (in the following chapter) that explores her 
experiences and how these may have influenced aspects of the project (Patton, 2015). 
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The rapport developed with participants is also proposed to influence information sharing 
during the interview process (Pearson & Hannes, 2013; Shenton, 2004). Rapport with 
participants was developed by contacting participants prior to the study by email and 
phone, which allowed participants to be more comfortable during the interview process 
and engage in more information sharing than they otherwise may have.  
Interpretive description notes the importance of tracking one’s reflections. This 
involves recognising and recording in a document ones understanding and ideas you have 
about the topic before starting the project (Thorne, 2016). Documenting reflections 
throughout data collection and analysis is an important part of inductive analysis (Thorne, 
2016). Prior to and throughout the data collection and data analysis process, the first 
author engaged in “reflective commentary” by recording impressions of interviews and 
reflections regarding patterns emerging in the data (Shenton, 2004). The data analysis 
process was also described in a word document. 
Triangulation in this study involved the use of a number of data sources (for 
example, multiple informants from different settings) and a number of methods (interviews, 
focus groups, observation and key informant interviews). Triangulation of data contributes 
to the trustworthiness of the findings that are generated (Hunt, 2009).   
5.6.2 Member checking 
Interpretive description proposes that the ‘member check’ requires the researcher to 
return to the participants once initial interpretations are developed (Thorne, 2016). 
Respondent validation was sought once initial themes were generated, participants were 
asked if themes represented their experiences and if they wanted to add any other 
perspectives. While there were only two data collection processes, there were three 
papers that formed from the data. Member checking was conducted for each paper. For 
the parent engagement paper (Chapter Seven, Paper Three), four out of 32 focus group 
and individual interview participants responded and confirmed the themes were 
appropriate. For the child engagement paper (Chapter Eight, Paper Four), eight of the 32 
focus groups and individual interview participants responded and agreed with themes 
outlined. For the observation and key informant interview data (Chapter Nine, Paper Five), 
five of the six participants responded and confirmed the themes were in line with their 
perspectives.  
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The responses were particularly low for the parent engagement paper (Chapter 
Seven, Paper Three) and the child engagement paper (Chapter Eight, Paper Four). Some 
possible reasons for this low number is that therapists had moved on to new roles in 
different settings by the time the member checking occurred. Also, many therapists had 
very busy workloads, verbally reporting to the researcher that they would review the 
document but did not send a response. Fewer responses were evident in therapists who 
engaged in focus groups versus the individual interviews, perhaps due to the relationship 
developed with the researcher in a one-on-one interview. In addition, the higher number of 
responses (five out of six) for Chapter Nine, Paper Five may have contributed to the 
relationship developed between the researcher and the participant, as more time and 
planning was involved in the research observations and key informant interviews. The 
nature of the key informant interview was one-on-one and the questions were 
individualised for the participant. Therefore, it is possible that the rapport built between the 
participant and the researcher, therapist workload and therapist change of roles may have 
impacted member checking.  
5.7 Conclusion 
In this chapter the overall methodology for this thesis was outlined. A qualitative 
research methodology, using an interpretive description approach, was chosen.  The 
participant recruitment, ethical approval, data collection, procedure undertaken and data 
analysis for this thesis has been outlined. The research methods provided in this chapter 
have been used in the research studies outlined in Chapter Seven (Paper Three), Chapter 
Eight (Paper Four) and Chapter Nine (Paper Five) of this thesis. The next chapter outlines 
a reflective stance that explores how the researchers’ experiences may have influenced 
data collection, analysis and interpretation of this doctoral thesis. 
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Chapter 6  Stance  
6.1 Introduction 
The role of the researcher is considered by Patton (2015) to be the instrument 
of qualitative enquiry. In this section, I provide a reflective stance to describe the 
prior experiences and knowledge I have brought to the research project, together 
with my changing perspectives as the research progressed. As a credible 
researcher, it is imperative that I provide information about myself and address how 
this may have impacted the research project (Patton, 2015).  
First, I will report my prior understanding of engagement and my experiences 
and perceptions as a clinician before the research project, then track how these 
experiences and perceptions changed throughout the project. I will then discuss my 
experiences with teaching and learning in clinical settings before and during the 
project; my experiences as a researcher; my experiences teaching in academia; my 
personal connections to this research topic; and lastly, my experiences of working 
with the research team. This discussion acknowledges the changing perceptions and 
experiences that may have influenced data collection, analysis and interpretation.  
6.2 Experiences and perceptions as a clinician  
I commenced my PhD after two years working as an occupational therapist, 
one year working in hand therapy and one year working in paediatric settings. 
Throughout the duration of my PhD I continued to work part time with children and 
their families at a private occupational therapy practice. This private practice involved 
providing services to children within their schools and homes, conducting clinic-
based therapy sessions and supporting a children’s hospice. At the time of 
submission I had been an occupational therapist for six years. My awareness of 
engagement in clinical practice increased throughout the research project. I had 
heard of therapists who were like ‘magicians’, able to engage a child in therapy with 
a way of making the child feel comfortable in a potentially uncomfortable situation.  
Prior to starting this PhD, my understanding of engagement predominantly 
reflected child and parent therapy adherence, attendance and management of child 
behaviour in the therapy session. I rarely dwelled on what child and parent 
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engagement looked like, but focused more on finding strategies that I could use to 
engage. Some of my ‘go to’ strategies included visual schedules, checklists, external 
rewards, using a ‘first-then’ strategy (where the child’s preferred activity was 
undertaken after the non-preferred activity) and making the session as fun as 
possible. 
As students we were taught about the importance of the therapeutic 
relationship. But my understanding of the therapeutic relationship has changed. 
Before undertaking this research, I think I was more focused on developing the 
therapeutic relationship quickly, in the first encounter. I still feel the therapeutic 
relationship is important, but my understanding of how the therapeutic relationship is 
established and maintained has grown. Now I see that it is important to continue to 
develop and maintain the therapeutic relationship throughout the therapy process. It 
is about reading the child and parent, responding accordingly and using multiple 
strategies to support their engagement. Through this research, I observed that it was 
important to maintain the therapeutic relationship and to help the child feel safe by 
attending to the child’s feelings, behaviours and thoughts at each stage of the 
therapy session and process, and by reading and responding to their cues as 
required. Now I realise there are multiple strategies that I use to engage the child 
and the parent throughout therapy.  
When I started my PhD I was maturing as a paediatric occupational therapist, 
developing my practise and simultaneously thinking about child and parent 
engagement from a research perspective. These two roles as a clinician and 
researcher had a reciprocal impact on each other. At the beginning of my PhD I 
started to read the literature on Self-Determination Theory (SDT; Ryan & Deci, 
2017), which I discovered to be a theory on motivation. In the first research paper I 
proposed that using the tenets of SDT (autonomy, relatedness and competence), 
could inform ways of engaging children and parents. I started to use what I had 
learnt from SDT when a child was disengaging. Some strategies didn’t always work. 
I felt like I didn’t truly understand engagement. I would use all the aspects of SDT 
that I knew. Now I know that it isn’t just about responding to disengagement, it is 
much more about facilitating engagement throughout the process of therapy, to 
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create an optimal state of engagement. I also realised there were many factors that 
influenced the child and parent’s engagement, some outside my control.  
I thought that I needed more information. What was fulfilling about this project 
was that I knew I would learn as a researcher but also develop new skills as a 
clinician. The research observations of experienced occupational therapists in 
therapy sessions (Chapter 9, Paper 5) were beneficial to my clinical practice. It 
turned theory into practice for me. I saw how therapists effortlessly engaged children 
and parents, went with the flow and embedded meaning in all their activities. 
I have had new insights into child and parent engagement as a clinician 
because of my experiences as a researcher. Putting into practice as a clinician what 
I was learning while collecting data made me think more about the data. This allowed 
me to explore more deeply the concepts that the occupational therapy participants 
raised in the interviews. This testing out of their strategies in my own practice formed 
part of my immersion in the data.  
When I think of child and parent engagement, I always think about 
disengagement, because avoiding child and parent disengagement is important to 
me as an occupational therapist. I think this is the same for many occupational 
therapists. Moments of disengagement are experiences that I ponder over the most 
and about which I call colleagues to debrief. We discuss what I did and what I could 
have done better. This level of reflection that I engage in is perhaps because I truly 
value engagement, and feel I haven’t done my job well if the child or parent is not 
engaged. After listening to many occupational therapists’ perspectives and 
experiences throughout this research project, I see that engagement and 
disengagement are significant aspects of therapy that most therapists experience. 
Nonetheless, when I present this research to various academic forums, I wonder if it 
will be more ‘engaging’ for the audience if I connect with them on a clinical level and 
discuss my own experiences of client disengagement, or if I will I be judged for 
having some experiences of client disengagement. Should I reveal these 
vulnerabilities?  
Whilst collecting the data for this project, I realised that all occupational 
therapists have their good and bad experiences with engagement and everyone 
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needs to learn how to do it, it doesn’t always come naturally. Engagement is 
multidimensional and you build on it as you see more and more children and 
families. I remember one of the experienced therapists said to me that they wanted 
to be a part of the research so I could tell her how she could improve, and how 
despite her years of experience, she thought there was room for improvement. I was 
stunned, telling her that I in fact needed to learn from her, and use this research to 
share with others. I came to the conclusion that moments of disengagement might 
just be a standard part of the therapy process, particularly when I think about those 
initial therapy sessions, where a child may not want to come into a therapy session 
with a stranger at school (me) or a parent doesn’t initially understand or see what 
occupational therapy can do for their child. 
While the purpose of observing therapy sessions was for data collection, I 
was also able to apply what I had learned to my therapy sessions. Towards the end 
of my research project, after listening to many occupational therapy perspectives and 
watching experienced occupational therapists in therapy sessions, I experienced 
‘moments of magic’ myself. 
I have been lucky to experience the magic of engagement in many situations, 
but one particular session resonates with me, as I hardly knew the child. At the 
children’s hospice where I had worked, I was alerted to a child who had Autism 
Spectrum Disorder and Attention Deficit Hyperactivity Disorder (she was a sibling of 
a child admitted) who was having difficulty getting a haircut with our volunteer 
hairdresser. I grabbed some random sensory tools, in case they were needed. 
Earlier in the day I had been talking with the girl as I worked with her sibling, and she 
told me about how she was excited about getting her hair cut.  
When I entered the room, the child was curled up in an armchair, holding her 
nightgown tightly, and her head in her arms. The hair dresser was coaxing her to 
come towards the mirror and the chair where her hair would be cut. The hairdresser 
was a kind and gentle lady.  The child’s mother was sitting on the opposite side of 
the room, encouraging her to get up for her hair to be cut.  
I had been talking with the child earlier about how she was so excited to get 
her hair cut. But now she did not want to get her hair cut. I watched the child and 
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dropped my random sensory tools at the door. I knew what I had was of no use, as I 
saw that she was already using what was available to her in the room in an attempt 
to self-regulate. 
I watched the child, curled up in a deep, cosy armchair, clutching at her night 
gown and looking away from the hairdresser, her head in her chest. I tried to work 
out what she did and didn’t want, and give her a sense of control. I asked her, “do 
you not like the scissors”? The child shook her head quickly. I asked, “would you feel 
better if you could see that you will be safe from the scissors, maybe if we put the 
mirror in front of you”? The hairdresser and I went to put the mirror in front of her, but 
the child shook her head furiously and gasped “noooo”. I acknowledged, “okay, I see 
you don’t want to see what is happening, thank you for letting us know”. So we put 
the mirror out of her sight.  
Next, I asked her where she would prefer to sit, in the armchair she was 
curled up in, or the hairdresser’s chair. The child shook her head, not moving. I 
acknowledged “I can see you feel comfortable in this chair, what if we cut your hair 
here”? The child looked up and nodded. Then I asked if we could put the 
hairdresser’s cape on her. The child vigorously shook her head. I noticed again the 
dressing gown she had clutched in her hands. I asked, “I wonder if we could use 
your special dressing gown to put over you?” We draped the dressing gown over 
her.  
At this point she was no longer in her curled up position, but would not let the 
hairdresser undo her plaited hair. I acknowledged that her hair was in a beautiful 
braid, and asked who did her hair, her or her mother? She answered “mum”. I 
suggested, “since mum put it up, can she take it down”? The child nodded and mum 
came forward and unplaited her hair. I asked what she did and didn’t like about 
getting her hair cut. I wondered whether it would be the sound of the scissors that 
was scaring her. I asked what her favourite television show was and if we could 
watch it on her IPad while she got her hair cut. The child put on a television show 
about animals, and we talked about the animals. I asked her if it was okay if the 
hairdresser cut her hair while we watched her TV show. The child said “yes”. I gave 
her praise for dealing with the first snip and demonstrated the astonishment and 
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excitement on my face. The child smiled. I turned up the volume of her TV show so 
she couldn’t hear the snip. I asked her questions about the show she was watching 
on the Ipad and we watched it together, discussing the characters. It actually came 
automatically for me, using principles of engagement, SDT and sensory processing.  
6.3 Experiences as a researcher 
How have these experiences in practice affected my thinking as a 
researcher?  It is expected in qualitative research that the researcher cannot put 
aside their experiences and perceptions, and therefore, these perspectives and how 
they impact the project need to be acknowledged (Patton, 2015). It is clear that my 
clinical experiences and reflections impacted data collection and analysis. I believe 
that, because of my clinical experiences, I see what other researchers who are not in 
the clinical field may not see. 
Viewing the therapy observations made me feel like a novice. I believe that 
exposure to experienced occupational therapists was an asset to my researcher role, 
because I started to realise what I didn’t know. I feel that this helped me in the data 
gathering and interpretation process because I had an open mind. I realised that 
there was a lot of depth to engagement of which I had not been aware. It helped me 
come to data collection with a naïve approach, which is valuable in qualitative 
research for gaining rich, descriptive data from participants. Because I was naïve, I 
was less likely to make assumptions about what the experienced occupational 
therapists did and said. It allowed me to view engagement as an unknown concept, 
because I had to open myself up to what I didn’t know.  
I believe this perspective was helpful for data collection and data analysis, as I 
explored concepts that I felt could be important to occupational therapists. I saw one 
occupational therapist (participant) facilitating engagement with not only the child but 
the parent at the same time, in a way that I had never come across. I knew I had to 
ask about this and explore the therapist’s reasoning behind the way she engaged 
them both. I had no prior assumptions about how she had managed to do this. This 
meant that when it came to data analysis, therapists’ behaviours used to facilitate 
engagement became apparent by working with the data, rather than being shaped 
by my own experiences, which did not reflect this level of skill. I wanted to 
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understand and share these skills with my colleagues who had similar levels of 
experience as myself, occupational therapy students and new graduates.  
6.4 Experiences through teaching and lecturing 
Throughout my thesis I was often asked to present my research at my 
workplace to inform other occupational therapists about engagement, particularly 
new graduates. It became clearer to me how many therapists had difficulties with 
engagement, as I was often asked to supervise new graduates in private practice 
regarding their issues on child and parent engagement.  
After I presented a lecture to students or presented my research to clinicians, 
I always felt excited. Therapists always had so much to discuss about engagement, 
and it appeared so important to their practice. My research created so much 
discussion, mostly about strategies to engage. Since my research was still 
developing, I would share what I could, but I was excited to share more. I felt 
honoured that I could help the occupational therapy community.  
I was also asked to create a lecture and tutorial about child and parent 
engagement and motivation for the second year occupational therapy students at the 
University of Queensland. I once had a first year student say, “It must be so nice 
working with children, they would do whatever you like”. I didn’t want to disillusion 
her by saying it takes effort.  
After teaching students I came away feeling that I helped them develop a 
more practical understanding of working with children and parents. During my 
occupational therapy studies, one of our lecturers had given us wonderful insights on 
how to engage and motivate a child. However, there was a lack of research to refer 
to. I felt proud that I could give them that information. During the tutorials we role-
played children disengaging and the “therapist” (student) had to implement strategies 
informed by SDT to support the child. I felt that we were showing them the 
challenges of clinical practice, but providing them with ways to enhance 
engagement.   
Teaching and presenting my research has affected me as a researcher. The 
questions and concerns that were raised during teaching, supervision and presenting 
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highlighted to me what was significant for others to learn about engagement. People 
wanted to discover what occupational therapists did to engage or avoid 
disengagement. Therapists would come with cases of disengagement and ask for 
help. These questions and concerns identified by others informed the questions I 
asked in interviews and potentially influenced what I noticed in the data.  
I think I also assumed that since I was presenting on engagement, people 
thought I was the expert. After this research, I don’t feel as though I am an expert. I 
feel I am a messenger who will be able to share what I have learnt about 
engagement from occupational therapist perspectives and observations. That’s what 
being a researcher is, isn’t it?  
Wanting to be a “messenger” to occupational therapists about therapy 
engagement when working with children and parents influenced the way I 
approached analysis and interpreted the data. I wanted to create a model of 
engagement that best communicated occupational therapists’ perspectives and 
could teach others effectively. This influenced how I approached data analysis. This 
involved looking at the data set, gaining an understanding, reviewing and reflecting 
on it with other members of the research team, then reconstructing my 
understanding.  
Through teaching and learning, I was exposed to student and clinician 
experiences on child and parent engagement. I learned that students perceived 
children and parents to be fun and simple to work with. I learned that new graduates 
(well the ones I knew, and myself) always experienced challenges with engagement 
and sought supervision for assistance. I also learnt that disengagement is a big part 
of practice, even for the experienced occupational therapist. 
These student and clinician experiences made it clear to me that strategies to 
enhance engagement really do need to be taught, learned and modelled in the early 
years of learning to be an occupational therapist. This way, the process of 
understanding and supporting engagement can be embedded in the way 
occupational therapists practice, not only considered when they come across 
problems.  
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Overall, I have learnt the importance of explicitly teaching occupational 
therapists about engagement, and starting the process of teaching students about 
engagement early in their training. I saw this as another important application of the 
findings. It was evident to me that I needed to consider novice learners and what 
might be the best ways of conveying the research findings to them.  
6.5 Personal connections 
It is important to note that I, and other members of the research team, had 
professional networks and connections that assisted the recruitment process for the 
research. For example, I worked in private practice and was able to recruit private 
practitioners at my workplace to participate in the study. As an occupational therapist 
who was undertaking her PhD, I ensured that I communicated to each focus group 
participant and interviewee that I was a researcher trying to understand child and 
parent engagement in occupational therapy and there were no right or wrong 
answers.  I also acknowledge that the connection and established relationships I had 
with some of the clinicians could have influenced data collection. For example, some 
therapists felt comfortable with me since they felt I could connect with their 
experiences about child and parent engagement. This connection may have 
influenced the way in which they shared information and perspectives on 
engagement. For the therapists that I worked with in private practice, it is important 
to note that while it appeared that all therapists were comfortable to share their 
perspectives and experiences about child and parent engagement, others could 
have potentially been reluctant to admit disengagement experiences. I wonder about 
this because, for me, discussing disengagement had initially made me feel 
vulnerable and like I had failed as a therapist. However, given the amount of data 
that was collected and analysed on occupational therapy perspectives and 
experiences on disengagement, it appeared that the participants were very generous 
in sharing these experiences.  
6.6 Working with the research team 
Other members of the research team were all experienced occupational 
therapists who had worked with children and their families. There were three 
experienced occupational therapists in the research team who had worked in 
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paediatrics for several decades and who were also experienced researchers and 
academics.  
Working with such experienced occupational therapists and researchers in 
this research team was a privilege. Not only did it benefit my PhD, but my 
occupational therapy practice. Our discussions were rich since they all had the 
connection of working with children and parents. Our discussions were well informed 
by experiences of working in paediatrics, but also embedded within a research 
approach. I gained a lot from these discussions, influencing my clinical practice and 
research skills.  
Working with this team also helped me see the data through a researcher lens 
rather than a clinician lens, helping me learn to question some of the assumptions I 
made prior to the research. This affected my data analysis as I would ensure that I 
stood back from the research and had an open mind to what the data was telling me, 
rather than comparing it to existing research and clinical practice.  
When interpreting the results of each study, I noticed my supervisors would 
always make a link between what the results and clinical practice experiences. I 
noticed that I naturally started to do this too. I think this made me a very practical 
researcher, as I would consider how my growing understanding of the data might 
inform clinical practice. What I learned about my researcher role when working with 
the research team was that I valued research as a way of informing my clinical 
practice and enhancing the practice of other occupational therapists. 
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Chapter 7  Parent engagement and disengagement in 
paediatric settings: An occupational therapy perspective 
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7.2 Introduction  
This chapter comprises the paper entitled “Parent engagement in therapy with 
children: An occupational therapy perspective”. Parents’ involvement in occupational 
therapy, as explained in Chapter 3, is in part reliant upon how well they perceive 
their children to be engaged in therapy. Despite its importance to the child’s 
therapeutic success, there is limited research exploring how parent engagement 
manifests in occupational therapy and how it is facilitated. Another issue with which 
occupational therapists are challenged is parent disengagement. Therefore, the aim 
of this paper was to gain an understanding of parent engagement and 
disengagement from the perspectives of occupational therapists.  
7.3 Paper 3: “Parent engagement and disengagement in paediatric settings: 
An occupational therapy perspective” 
This paper has been submitted to the journal Disability and Rehabilitation and 
is currently under review. The material in this paper has been presented at the 2016 
School of Health and Rehabilitation Sciences Postgraduate conference; as well as 
in-house presentations at Drexel University (Philadelphia, USA) and Bloorview 
Research Institute (Holland Bloorview Kids Rehabilitation Hospital, Toronto, 
Canada). Additionally, this material has been presented in a lecture to occupational 
therapy students at the University of Queensland in 2017 and a lecture to 
Occupational Therapy and Physiotherapy students at Temple University 
(Philadelphia, USA) in 2017. 
Abstract 
Purpose: This study aimed to understand parent engagement and 
disengagement in the delivery of occupational therapy to their children. Methods: 
This study used a qualitative approach with interpretive description methodology. 
Focus groups and individual interviews were employed. Thirty-two occupational 
therapists participated in focus groups or one-on-one interviews. Thematic analysis 
was used to analyse the data. Results: Two overarching themes which influenced 
parent engagement and disengagement in therapy emerged: (1) Parent-therapist 
relationship and; (2) Therapist responsiveness. Within these two themes: parent 
feelings; time and timing of therapy; levels of engagement and factors influencing 
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parent engagement were evident. Conclusions: Findings contribute to understanding 
parent engagement and disengagement in therapy. The results extend current 
models of therapeutic engagement in occupational therapy informed by self-
determination theory (SDT). Autonomy-, relatedness- and competence-supportive 
SDT strategies to enhance parent engagement in therapy are described.  
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Introduction  
A child’s therapeutic progress is, to a large degree, contingent on their 
parents’ engagement in the therapy process (Hanna & Rodger, 2002; Rosenbaum et 
al., 1998). The parent/s’ contribution is well recognised in family-centred practice, 
where a collaborative relationship between parent/s and health professionals is 
considered vital to achieving outcomes (Rosenbaum et al., 1998). Engagement with 
the client is foundational to meaningful and effective occupational therapy (Lawlor, 
2012). Although engagement has been well established and measured in mental 
health settings (Haine-Schlagel et al., 2016) and developing in paediatric 
rehabilitation (King, Chiarello, et al., 2017), its unique manifestation in occupational 
therapy is poorly described. The multifaceted ways by which occupational therapists 
influence parent engagement in paediatric rehabilitation and developmental settings 
is receiving increasing research attention (D'Arrigo et al., 2017; D'Arrigo et al., 2016; 
James et al., 2015).  Further research is required to understand how parent 
engagement is co-constructed over time, how it varies according to personal or 
environmental circumstances and what occupational therapists can do for its 
optimisation. 
Therapeutic engagement is both a state and a process (Bright et al., 2015; 
D'Arrigo et al., 2016; King et al., 2014). The state of parent engagement, according 
to King et al. (King, Chiarello, et al., 2017; King et al., 2014), is multidimensional and 
comprises affective, cognitive and behavioural elements. Affective features of 
parents’ engagement in their children’s therapy reflect an emotional investment in 
the process. Cognitive elements pertain to parent beliefs about the effectiveness of 
the intervention. Behavioural aspects include both how parents participate in therapy 
sessions (King et al., 2014), and parent self-efficacy and carry-over of therapy 
strategies out of the session.  Behavioural engagement (e.g. attendance counts) is 
the most frequently measured engagement component described in the literature 
(D'Arrigo et al., 2017). While behaviours can be readily observed and recorded, the 
affective and cognitive aspects of engagement are less overt and infrequently 
measured (D'Arrigo et al., 2017). The importance of measuring and understanding 
all aspects of engagement cannot be underestimated if a full picture of the 
multifaceted state of engagement is to be described.  
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Family-centred care is highly valued in occupational therapy when working 
with children and their families (Hanna & Rodger, 2002). Parent engagement in 
therapy has been recognised as a key principal of family-centred care (Fingerhut et 
al., 2013), yet there is a paucity of research that details the process of parent 
engagement in occupational therapy. The importance of parent engagement in 
occupational therapy is often acknowledged in the literature. Ongoing work in the 
mental health field (King et al., 2014) and early childhood special education and 
early intervention (Division for Early Childhood, 2014) can inform emergent research 
into parent engagement within the paediatric occupational therapy context. 
Research investing engagement in paediatric rehabilitation by James and 
colleagues (James et al., 2015) explored the perceptions of children with unilateral 
cerebral palsy and their caregivers trialling an interactive computer play program. 
They found that tailoring strategies to fit the family routine facilitated engagement 
beyond the therapy session (James et al., 2015). Furthermore, a randomised control 
trial of occupational therapy home programs for children with cerebral palsy also 
identified strong parent/therapist collaboration as contributing to successful gains in 
function and participation after home program implementation (Novak et al., 2009). 
Aside from these studies, research regarding the nature of parent engagement for 
children receiving occupational therapy has yet to be systematically conducted. 
Detecting low parent engagement and understanding why this might be occurring is 
one way of minimising disengagement from therapy. In the context of delivering 
occupational therapy services it is necessary, therefore, to be conscious of how 
parents are engaged, looking at ways of ascertaining parent engagement and 
examining strategies, which will optimally enhance engagement. 
Recent literature has proposed that self-determination theory (SDT; Ryan & 
Deci, 2017) may enhance understanding of the process of engagement and help 
optimise rehabilitation outcomes (D'Arrigo et al., 2016; Smart et al., 2016). D’Arrigo 
et al. (2016) detailed how the process of engagement could be fostered by attending 
to an individual’s basic psychological needs. According to SDT (Ryan & Deci, 2017), 
satisfaction of three basic psychological needs for autonomy, relatedness and 
competence contribute to an individual’s motivation to engage in therapy. The need 
for autonomy in the context of parents seeking occupational therapy services refers 
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to their need for choice and ownership of the therapy process. Relatedness needs 
are met when parents feel cared for, supported and integral participants in the 
therapeutic intervention. Satisfying parent/s’ needs for competence includes helping 
a parent feel effective and capable of implementing therapy strategies and activities. 
An exploratory study by Smart et al. (2016) on life skill interventions for youth with 
physical disabilities proposed that SDT could provide one framework for 
understanding in-session engagement strategies used during goal setting and goal 
review. Research on collaborative goal setting with children receiving occupational 
therapy to work on daily activities, suggested that attending to the SDT basic 
psychological needs for relatedness (feeling accepted by others), competence (self-
efficacy), and autonomy (a sense of internal control participation in personally 
meaningful activities) should be prioritised when goal setting (Costa et al., 2017). 
This promising line of research is innovative in the field of paediatric occupational 
therapy.  
The aims of the current study were to: (1) understand parent engagement in 
occupational therapy; (2) explore the factors influencing parent engagement and 
disengagement in paediatric occupational therapy settings; (3) and gain occupational 
therapy perspectives on parent engagement. The following research question guided 
this study: “What are occupational therapists’ understanding and perspectives about 
parent engagement in the delivery of paediatric rehabilitation and developmental 
therapy interventions to children?”  
Methods  
Research design 
This research study employed a qualitative research design. An interpretive 
description methodology was chosen to examine subjective perspectives of 
participants and provide new clinical insights on parent engagement that could be 
translated into practice (Hunt, 2009).  
Ethics 
Ethical clearance was obtained from Human Research Ethics Committees at: 
(i) The University of Queensland (2012001411); (ii) and a children’s hospital and 
community health setting (HREC/16/QRCH/321). Research was undertaken in 
Brisbane, Australia.  
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Participants  
Occupational therapists currently or previously working with children (0- 18 
years) and their parents in the Brisbane, Australia, were recruited. A purposive 
sampling technique (Thorne, 2016a) was used to recruit occupational therapists of 
differing levels of clinical experience, from a range of paediatric settings providing 
services to clients with a range of diagnoses. Purposive sampling was undertaken to 
ensure broad representation of viewpoints. Settings included hospital, community, 
disability, education, private practice and not-for-profit organisations. Thirty-two 
occupational therapists provided written consent to participate in the focus groups or 
one-on-one interviews. 
Data collection 
Five focus groups and six one-on-one interviews were conducted using a 
semi-structured interview guide. The interview guide facilitated in-depth discussion 
regarding occupational therapists’ perceptions of how parent engagement 
manifested in their practice and identified factors they considered influential in 
affecting parent engagement. Topics discussed within the interviews and focus 
groups included: 1) words that represent parent engagement; 2) description of 
parent engagement in therapy; 3) what influences parent engagement in therapy; 4) 
strategies occupational therapists used to engage parents in therapy; 5) the 
importance of parent engagement; and 6) description of therapy engagement for the 
parent overtime.  
Prior to interviewing, the first author (RD) and second author (JC) audio-
recorded and reviewed a practice interview. A further three pilot interviews were 
undertaken to refine the semi-structured interview guide. The first two authors 
continued to reflect upon, and modify, the interview guide after each focus 
group/one-on-one interview, before conducting further interviews. Slight adjustments 
to the protocol were informed by this systematic approach. This helped to ensure 
that questioning at subsequent interviews was consistent, appropriate for each 
interviewee’s situation, and informed by previous data collection. Participants were 
offered choice regarding timing and location of focus groups/one-on-one interviews 
(workplace, university or library). Focus groups ranged from 60-120 minutes and 
one-on-one interviews ranged from 35 to 120 minutes. 
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Analysis 
Focus groups and one-on-one interviews were audio-recorded and 
transcribed verbatim. Data immersion occurred through multiple transcript readings 
throughout analysis (Thorne, 2016b). RD produced low inference summaries of 
transcripts, with ongoing review and discussion about any ambiguous participant 
statements with the second author (JC). This iterative process continued until 
consensus was reached. 
NVivo 10 was used to manage the data and inductive thematic analysis was 
undertaken (Braun & Clarke, 2006). Inductive coding was used, which involved 
drawing raw information emerging from the data (Marks & Yardley, 2004). RD and 
JC independently generated a set of broad codes which were then discussed before 
generating a single coding system for testing. Both authors coded a proportion of the 
transcripts (approximately 20%) before meeting again to review the coding. At this 
point some codes were modified and refined through consensus. Codes were 
collated into potential themes by RD, reviewed by JC and the third author (AP) 
(Braun & Clarke, 2006), at which point several additional themes were identified.  
Rigour  
Triangulation of data enhanced credibility of findings (Hunt, 2009). Multiple 
data sources (e.g. participants from different settings) and different forms of data 
collection (one-on-one interviews and focus groups) were used (Shenton, 2004). A 
qualitative log was kept by RD to record initial impressions and the process of 
analysis e.g. meetings, conclusions and reflections (Shenton, 2004). Participant 
validation was sought through member checking of data (Thorne, 2008). Focus 
groups and interview participants were sent preliminary interpretations of data to 
review and provide further perspectives/feedback. Four out of 32 participants 
responded and confirmed the themes were appropriate, with two providing additional 
examples that supported the themes.  
Reflexivity was considered throughout all phases of the study. Bracketing was 
undertaken by RD who recorded her preconceptions of parent engagement that 
were informed by personal clinical experience and immersion in current research 
(Patton, 2015). The authors acknowledged that RD’s rapport with participants 
developed through recruitment and during the interview, possibly contributed to more 
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information sharing during the interview (Patton, 2015; Pearson & Hannes, 2013; 
Shenton, 2004).   
Results  
The mean age of the 32 focus group and interview participants was 33.94 
years (SD=10.56). Participants had an average of 9.69 years (SD=9.35) of clinical 
experience and were from a range of settings (Table 7.1).  
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Table 7.1 
 
Characteristics of Therapist Participants Involved in Focus 
Groups/One-On-One Interviews 
Characteristics n=32 
 Mean SD 
Age (years) 33.94 
 
10.56  
Experience (years) 9.69 
 
9.35 
Work setting  n % 
Disability services 3 9.38 
Hospital 3 9.38 
Not-for-profit 1 3.13 
Private practice  9 28.13 
Education setting 6 18.75 
Community health 7 21.88 
University clinic 2 6.25 
Rehabilitation centre  3 9.38 
Other 1 3.13 
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Overarching themes and subthemes emerged from the analysis process. Two 
overarching themes were: (1) Parent-therapist relationship and: (2) Therapist 
responsiveness. These overarching themes encapsulated four sub themes: 1) 
Parent feelings; 2) Time and timing of therapy; 3) Levels of engagement and 4) 
Factors influencing parent engagement (see Table 7.2). There was one additional 
theme separate to these overarching and subthemes: The benefits of parent 
engagement.  
Overall, therapists conveyed the importance of engagement and how it was 
fundamental to their practice. Therapists described how engagement 1) benefitted 
the family because the parent carried over strategies, leading to the achievement of 
goals and child outcomes for the future; 2) benefitted the therapist, as having a 
parent engaged in therapy helped the therapist feel positive and confident in 
themselves as a therapist; and 3) benefitted therapy as the trust and relationship 
built through engagement allowed parents to feel more comfortable to share 
information and work together with the therapist. Therapists saw parents as the “gate 
keepers” (Prudi) to therapy involvement and pivotal to carryover of strategies from 
therapy to the home environment.  
“[The] parent has to be engaged in order to facilitate that [carryover of 
strategies]. The child over time is not going to learn new strategies for 
managing their own attention, to get to the point where they’re self-
managers. The parents are like the gate keeper[s].” (Prudi, University 
Clinic, 30 years of experience) 
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Table 7.2 
 
Themes that Emerged from Focus Group and One-On-One Interview Data on Parent 
Engagement and Disengagement 
 
Overarching 
Themes 
Sub-themes 
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 Parent feelings 
Time and timing 
Levels of engagement 
Factors influencing 
engagement 
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The first overarching theme, the parent-therapist relationship, referred to 
how occupational therapists built relationships with the parent/s as a primary 
cornerstone of therapy, developing trust and ensuring that parents were comfortable 
and trusted the therapist. When parents trusted the therapist, they felt secure and 
optimistic about therapy. One therapist emphasised how a clear focus on building a 
strong parent-therapist relationship was essential from the start of therapy. 
You start with the relationship first... I invest heavily in the 
relationship with the family and I always have…. You’re cactus* if 
you don’t. (Gertude, Disability Services, 26 years of experience) 
*cactus: Australian colloquialism used to represent something 
“dead”, “broken” or “useless”. 
The second overarching theme, therapist responsiveness, referred to being 
attuned to “where the parent is at” (Gertude) and the importance of being vigilant and 
responsive to parent needs. For example, if it was perceived that a parent was 
concerned or worried, the therapist needed to be alert and attuned to the parent/s’ 
emotions, recognising and responding accordingly. Therapist responsiveness and 
prioritisation of parent concerns contributed to parents feeling supported and 
engaged at all times. Therapists highlighted how sensitivity, flexibility and the ability 
to adapt sessions to suit family characteristics and circumstances underpinned 
effective engagement with parents. 
A parent walks in and you’re expecting to do toileting and they 
actually sit there and melt down…So the session becomes about 
supporting them as a parent and that process or emerging issues, 
but I think that’s just being really responsive to what their need is on 
that day. (Brinn, Hospital and Rehabilitation settings, 15 years of 
experience) 
Therapists commented that it was always necessary to observe and 
responsively attend to parents who appeared to be experiencing feelings that might 
influence their engagement. Therapists discussed how they influenced and 
responded to these parent feelings that were potentially associated with 
disengagement. Examples demonstrating how the two overarching themes (i.e. 
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parent-therapist relationship and the therapists’ responsiveness) pervaded the four 
sub themes are described in Table 7.3. 
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Table 7.3  
 
Examples of how the Parent-Therapist Relationship and Therapist Responsiveness 
were Overarching Themes Pervading all Sub-Themes. 
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1. PARENT FEELINGS 
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Example: Parent feels trust, 
confidence in the therapist and 
hope.   
 
“When the parent can see that you 
have rapport with the child. They 
feel comfortable just letting go.”  
(P7)  
Example: Helping the parent feel 
supported in therapy.  
 
“Being supportive and 
understanding where they’re 
coming from.” (P8) 
 
2. TIME AND TIMING OF THERAPY 
 
Example: Parent feels supported 
over time. 
 
“Over time they actually realise that 
we are able to support them to 
support their child, and so 
therefore, I think we are able to 
gain a relationship overtime and 
that engagement is stronger.” 
(P21) 
Example: Being sensitive to family 
circumstances at the time of 
therapy. 
 
“You might just have to take 5-10 
minutes out and just not do 
therapy. Just a conversation can 
really help (P29). If you’ve got a 
parent that is really grieving, you 
definitely have to be comfortable 
within your own skin to sit with the 
grief. To have silence and offer 
them the tissue.” (P25) 
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3. LEVELS OF ENGAGEMENT 
 
Example: The parent is open and 
honest because they have a good 
relationship with the therapist. 
  
“They trust you enough and have 
enough of a relationship to be able 
to come back and say ‘look this is 
not going to work. We tried this, 
this was a disaster it’s not going to 
work for us’. They feel like they can 
do that and [are] not going to be 
penalised for it.” (P1)  
Example: When parents do not 
feel part of the collaborative 
process. 
 
“Not having control, not having 
choice, not being considered as 
part of the therapy process. I think 
that that leads to disengagement 
as well.” (P8) 
 
4. FACTORS INFLUENCING ENGAGEMENT 
 
Example: Valuing the partnership. 
 
“Developing the relationship of 
course from the beginning is 
important… to get an 
understanding of their situation. 
You know what’s important to them 
and from that comes collaborative 
goal setting.” (P30) 
Example: Being adaptive to family 
characteristics. 
 
“So I think we need a little bit of 
humility a little bit of not so much of 
our ego. But looking about how we 
fit into that family as a puzzle and 
with that child.” (P12) 
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Theme 1: Parent feelings 
Occupational therapists felt that engaged parents had a relationship with the 
therapist that was built upon parent feelings of confidence in the therapist, and 
hope. Therapists believed that once parents saw that their child enjoyed working 
with the therapist, then this helped them relax and feel more comfortable with the 
therapist. Engaged parents were described as trusting the therapist’s knowledge, 
and that they would help and follow through with what was discussed in therapy. 
Therapists believed that parents also felt hopeful that occupational therapy could and 
would help their child. “Hope…for their children. They want the best, and that's why 
they're there and they're being engaged and they've got hope…for them to achieve 
their goals” (Elaine, Community, one year of experience).  
Parents were comfortable to tell therapists their honest opinion, ask questions 
and have the therapist in their home. In addition, therapists themselves needed to be 
open and honest with parents to promote trust. “You’re being open, you’re being 
honest... you’re not promising the world if the world isn’t achievable. That helps them 
trust you” (Prudi, University Clinic, 30 years of experience). 
The interviewed occupational therapists described engaged parents as feeling 
understood and respected, as well as valued and part of the team. Therapists 
believed that when parents did not feel understood this could lead to disengagement. 
To ensure parents felt understood, therapists said they needed to take the time to 
listen; understand the family’s needs and values; value their opinions and work 
together on solutions.  
As long as they know that I understand them, then they feel... relief. 
(Ave, Private Practice, 2 years of experience) 
It’s that feeling of feeling understood…Knowing that, regardless of 
the situation, you are actually in it together and you are actually 
going to take the time to- to listen and understand. (Jillie, Private 
Practice, 8 years of experience)  
Therapists described engaged parents as seeking support from the therapist 
or feeling supported in therapy. However, seeking support was not necessarily 
associated with positive feelings. Therapists described that for some parents, the 
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need for support and engagement arose from negative emotions, such as worry, 
anxiety, concern or anger for their child or their child’s circumstances. In such 
situations, parents might be engaged, but not in a positive way. 
I think often if they’re worried or anxious about their children, they’re 
often the most engaged. …Engagement isn’t always, doesn’t always 
look positive. Sometimes it looks like the parent tying themselves in 
knots or getting really stressed or worried…. But it’s still 
engagement. Engagement isn’t all happy butterflies and flowers all 
the time. (Prudi, University Clinic, 30 years of experience) 
Therapists reported that they helped parents feel supported by being part of 
their support network and demonstrating they were there to help. One occupational 
therapist reported the importance of supporting parent/s’ priorities and being vigilant 
to parent/s’ needs at the time. It was also perceived that parents were more engaged 
when they felt a sense of validation and reassurance. Validation was achieved 
when therapists reassured parents that they were doing the “right thing” (Raye) for 
their child. “They’re just thinking… ‘am I doing the right thing’?...And they could be 
feeling validated because...we’re often there to reassure and tell them, ‘you are 
doing the best’” (Raye, Community, 6 months of experience). 
Therapists considered that when parents experienced a sense of 
empowerment this indicated active engagement in therapy. Therapists believed that 
empowered parents had a sense of being valued agents in the therapy process. 
Parents were confident that they had the necessary knowledge and skills to support 
their child’s progress and development. A sense of empowerment helped parents 
collaborate, problem solve, and identify solutions with the therapist, as well as feel 
confident about using skills learned in therapy at home.  
We know the parent is engaged when they are able to come up with 
solutions themselves. Or they come back to you at a subsequent 
session and provide feedback about…what strategies they’ve been 
able to put in place. Which means that they’ve been engaged in that 
process with you to come up with solutions. (Audry, Community, 22 
years of experience)  
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Parent empowerment was facilitated in therapy by encouraging parent 
involvement in the therapy session whenever possible.  
Having them involved and actually having them as part of the 
therapy as opposed to you giving therapy to the child. It’s you 
facilitating the engagement through the parent with the child… Like 
in the therapy, they are the therapy. (Tiphani, Private Practice, 3 
years of experience)  
The importance of acknowledging that parent/s’ role as key experts regarding 
their own child was identified as a key contribution to parent empowerment. 
That feeling of empowerment that a parent would have - that they 
actually are smart and they do have the answers to those questions 
and they do understand their child better than anyone else. That 
they are the experts in their child’s journey. I think that’s what 
influences our parents’ engagement at that stage. (Dottie, 
Community, 22 years of experience) 
Theme 2: Time and timing of therapy  
The second theme identified therapists’ perceptions about how the timing of 
therapy for families and the service could influence parent engagement. 
Occupational therapists discussed ways to engage parents when the timing of 
therapy appeared to challenge the family’s capacity to engage effectively.  
Therapists reported a range of family circumstances and dynamics present 
during therapy that potentially influenced parent engagement. These included 
parents feeling overwhelmed and burdened by the commitment to attend therapy 
and the associated challenge of scheduling therapy within their busy, working lives. 
Attending to the needs of the child receiving therapy as well as caring for their other 
children was identified as an additional stress. 
I haven’t found too many parents that haven’t gone home and done 
something. Tried something. But if they have there is often a reason 
for it. Life got the better of them or something. (Gertude, Disability 
Services, 26 years of experience) 
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Depending on where the family's at, if they've had lots of burden and 
stress and there's lots going on for the family that might impact 
engagement. (Sally, Education, 8 years of experience) 
 Personal circumstances, such as single parenting, parental relationship 
breakdown, domestic violence and having children in the foster care system added 
to the stress and burden for some parents. Therapists reported that because of 
these family circumstances or dynamics, therapy was not always the family’s priority. 
“The timing’s not right and we have to wait for the timing to be right for them and the 
cost equals the benefit [of engaging], or, the cost outweighs the benefit of engaging” 
(Dottie, Community, 22 years of experience). 
Therapists also described how they responded to parents who had difficult 
family circumstances in order to maintain engagement. They emphasised the 
importance of taking time to listen to parent/s’ issues; offering choices, such as 
having a short break from therapy; and providing reassurance that the parent/s could 
come back when ready. 
If I have had families that have not been able to come multiple times 
I will just say, “Stop. Okay, what do you think is getting in the way? 
…Is this maybe not the right time?  Can you give yourself 
permission to take a break and revisit this when you’re ready or 
have I got it all wrong?” (Dottie, community, 22 years of experience) 
Therapists further explained how they would tailor therapy for parents under 
pressure, ensuring that therapy appointments and practising strategies at home were 
manageable. Being flexible, considerate and understanding family priorities and 
routines, as well as scheduling and re-scheduling appointments where possible, 
were several ways that therapists built strong parent-therapist relationships and 
fostered parent engagement.  
I think of parent engagement as a continuum that’s a bit like a dance 
which the parent and therapist both contribute to the level of 
engagement.  If a parent is having difficulty engaging in a service, it 
makes me ask questions about is there anything else our service or 
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therapy can do to make this experience more accessible to you? 
(Katrina, Rehabilitation, 15 years of experience) 
To ensure parents transferred therapy strategies into the home environment, 
limitations were placed on the number of strategies to be taught and practised at any 
one time. Therapists reported that they worked collaboratively with parents to find 
ways of embedding strategies within everyday routines. To mitigate or prevent 
parents from feeling burdened or guilty about not trying suggestions due to the 
business of everyday life, some therapists said they did not enforce expectations for 
parents to practise therapy strategies at home. Therapists allowed parents to choose 
for themselves if they wanted to try a strategy.  
I think recognising the pressure and stress that they [parent] are 
under… not expecting, not just dictating, you need to do this, this 
and this. But understanding that this is really hard to do and 
breaking it down is one thing we could try. (Sally, Education, 8 years 
of experience) 
Therapists discussed parent readiness for therapy, noting that the “timing 
may not be right” (Dotti).  They felt that the reasons parents expressed for coming to 
therapy could influence their engagement. If parents were resistant to therapy, 
particularly if the referring source was not the parent, but the school or another 
health professional, then engaging the parent in therapy could be difficult. Even 
when the parent initiated therapy and actively sought occupational therapy services, 
the parent might not be ready at that point in time to acknowledge the child’s 
difficulties. Therapists often labelled this as the parent experiencing denial.  
I find the biggest factor is… about timing. If a family has come to the 
service because the timing is right for them and they are ready to 
ask the questions and be and hear some answers or generate 
answers. (Dottie, Community, 22 years of experience) 
Therapists were aware that parents often experienced grief about their 
children and their disability or injury. Grief, loss, anger and denial were complicated 
emotions with potential to impact parent engagement at any point of time during 
therapy. However, this was often observed during initial meetings when the parent-
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therapist relationship was forming. Therapists discussed the importance of being 
sensitive to the parent’s grief and not pushing them to engage in the actual therapy 
(see Table 3). “Parents are still grieving and that really affects that relationship and 
the engagement. Anger, denial…they don’t want to believe, ‘they need to reassess 
her’…they don’t want to trust you then because their perception is different” (Jaimie, 
education, 7.5 years of clinical experience). 
Therapists also reported that parents may or may not agree with the 
occupational therapist’s perspectives or other health professional’s perspectives 
regarding a child’s development, and/or need to address a specific concern or issue. 
If parents were not the prime initiators of therapy and did not perceive that the child 
required intervention, then they may have been less ready to engage in occupational 
therapy.  
If they come because they think it’s the right thing they do, not 
because they truly believe in it, but they were told to come here by a 
GP or a child health nurse or a teacher and they’re doing it for 
someone else outside of the family system, I believe that’s the 
biggest reason for disengagement. (Dottie, Community, 22 years of 
experience)  
Therapists perceived that there were “peaks and troughs” of engagement 
over time. Therapists reported that parents’ levels of concern and anxiety for their 
child at the outset of therapy could influence parent engagement. However, 
therapists felt that this could change as parent confidence and trust in the therapist 
strengthened. Throughout therapy, other priorities or concerns often arose, 
detracting from, or increasing parent engagement. “It’s like something pops up that is 
new or different or somethings have changed, they pick back up again.” (Clarette, 
private practice, 2 years of experience). “There are heaps of changes, peaks and 
troughs” (Jennie, Private Practice, 1 year of experience). 
Therapists believed that parents could become less engaged or even totally 
disengaged if they didn’t see their child making progress. Highlighting the child’s 
achievements (even if small) was perceived to be a basic, simple means of 
circumventing potential troughs in parent engagement. Therapists also observed a 
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pattern whereby parent engagement might decrease as the child progressed 
towards discharge from a service. This was not perceived as being problematic 
when it signified family readiness for discharge. “Over time they actually realise that 
we are able to support them to support their child, therefore I think we are able to 
gain a relationship over time and that engagement is stronger” (Sky, community, 2 
years of experience).  
Maybe a positive reason for disengagement, is when a family have 
had enough ideas and then are no longer concerned, they might just 
drop off. It’s not necessarily a bad thing, it’s like “I’ve got what I 
wanted and that’s all good”. (Kit, Community, 8 years of experience) 
Therapists discussed how the service’s time demands and flexibility could 
influence engagement. Waiting lists, service eligibility and scheduling of appointment 
times were issues frustrating some parents and influencing engagement. 
Occupational therapists working in schools reported distinctly different perspectives 
regarding parent engagement to other occupational therapists involved in this study, 
that were related to organisational policies that impacted service delivery. These 
policies which defined the school-based therapists’ scope of practice as primarily 
supporting teachers, rather than parents, were felt to impact time and flexibility 
regarding therapist-parent interactions. For many school-based therapists, these 
policies limited or prevented the time they could dedicate to parent engagement and 
represented a source of conflict for practitioners who valued parent engagement.  
“It is the school that has asked for a service and it is about a 
particular thing and their parent would say ‘oh we are having so 
much trouble with toileting at home’ and we’re really at that point 
focusing on what the teacher has referred the child for and that is 
not toileting.” (Eleanore, Education, 3 years of experience).  
Theme 3: Levels of engagement 
The third theme pertained to three broad levels of parent engagement seen 
by therapists in the therapeutic process, rather than the parent/s’ engagement in 
his/her role as a parent. The three levels included: low parent engagement (when it 
doesn’t work well); middle ground engagement (parent/s engaged in the idea of 
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therapy but not the doing of therapy) and high parent engagement (when it works 
well). Therapists also noted that sometimes, the levels of parent engagement were 
difficult to discern.  
Therapists described indicators of parent disengagement and low 
engagement, when it doesn’t work well, such as the parent/s missing 
appointments and when the parent/s demonstrated negative “closed off” body 
language. Therapists considered parent/s who were not engaged as passive, not 
asking questions and/or not responding to their child’s cues and needs outside and 
within therapy. “They’re not reading the child’s facial gestures, they’re not looking at 
their eyes. They think they’re (i.e. the child) is not doing anything. ‘They’re not doing 
anything’. I’m (the therapist) like, ‘oh but they are’” (Gertude, Disability Services, 26 
years of experience). 
Other signs of disengagement included non-compliance; poor follow through 
with therapy suggestions; and parents not communicating with other stakeholders, 
such as the teacher. Therapists proposed several reasons for parent 
disengagement, such as that the parent had a poor understanding of and/or did not 
value therapy, and had a lack of input or low interest in therapy. Therapists further 
proposed that parent disengagement might occur because parents had limited or no 
hope for their child; did not feel part of the collaborative process; and/or experienced 
confusion regarding their role in the therapy process. “[When] the plan that you’ve 
worked out together isn’t following through, like I’d say that indicates 
disengagement”. (Dottie, Community, 22 years of experience) 
Therapists also discussed how some parents were engaged in the idea of 
therapy but not engaged in the doing of therapy. Parents could be willing for their 
child to receive therapy services, but were not personally involved in therapy 
sessions or follow through. Therapists believed these parents appeared to endorse 
the need for, and potential benefits of, occupational therapy but had passive, or 
limited involvement in the therapy process. Therapists reported that some parents 
would organise the therapist to see the child (e.g. at school), or would bring their 
child to a therapy centre but then leave their child with the therapist, with little 
communication or engagement before or after a therapy session. “Well they might be 
engaged in the idea that therapy is going to work.... But not engaged in the doing of 
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the therapy...they’re leaving it up to you” (Prudi, University Clinic, 30 years of 
experience). 
 So they do acknowledge… They are aware. It’s not a back and forth 
consistent communication always. At some point they acknowledge 
that yes you are seeing my child. And I am aware that you are still 
doing…what I want. Because some of these families cant contact 
you all the time. You know and if you are sending feedback every 
week after every session it’s, it’s hard. (Tiphani, Private Practice, 3 
years of experience) 
Therapists perceived parent engagement or when it works well as being 
evident through a range of behaviours. This included consistent therapy and full 
participation in various aspects of therapy; thorough responses to the therapist or 
therapy process, such as enthusiasm and interest; and thorough communications 
indicating commitment. Therapists reported that engaged parents actively took part 
in therapy sessions by interacting with the child and the therapist, as opposed to just 
observing or standing back during therapy. 
I guess when they’re willing to get involved in the sessions…. their 
willingness to actually engage with the child and continue what 
you’re working on (Sky, Community, 2 years of experience). So 
they’re a true participant (Audry, Community, 2 years of experience). 
Yeah as opposed to just a watcher (Sky). The parent is involved and 
engaged in learning themselves about how they can support their 
child at home. (Audry, Community, 2 years of experience)  
Therapists acknowledged that parents who appeared to merely observe the 
therapy process, rather than actively participate in sessions, could still be very much 
engaged. For example, parents could demonstrate their engagement through 
positive body language in a session that they were watching. “She really just sat 
back and really absorbed what I was saying and what I was doing. And how I was 
modelling with her child and her taking all that information” (Elsa, Community, 18 
years of experience). 
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You would still see from them that they were listening and watching 
what you were doing. They might still have questions to ask you at 
the end. So they’re still behaviours that you would see visibly to 
know that they were engaged. Even when they are sitting back. 
(Audry, Community, 22 years of experience) 
Therapists perceived that engaged parents communicated consistently with 
the therapist through emails, texts and phone calls. Parents who were engaged 
shared updates, feedback and checked/clarified aspects of therapy with the 
therapist. Therapists reported that engaged parents gave honest feedback on 
whether a strategy worked or didn’t work. Some parents conducted their own 
research and communicated these findings with the therapist and other key 
stakeholders. Therapists saw engaged parents as those who had tried to practise 
strategies at home and were confident in their ability to implement what they learned. 
They were enthusiastic and committed to the therapy process.  
Willingness to give information about their child. That sense that 
they have really made some great observations of them, that they 
know their child well, that they're keen to make some changes or to 
help the child in any way possible. (Frannie, 30 years of experience, 
University lecturer and previous experience in hospital, private 
practice and a not-for-profit organisations) 
Therapists felt that parent engagement was not always explicit and at 
times it was hard for the therapist to determine the parent/s’ level of 
engagement. This was evident for four focus groups (from disability, community, 
private practice and education settings) and in two one-on-one interviews (from 
community and education settings). This was thoroughly discussed in one focus 
group in private practice, who sometimes did not have the parents present in 
sessions (where therapist experience ranged from one to eight years). Recognising 
indicators of engagement was ambiguous in many situations, and not always 
straightforward. Signs of engagement varied from parent to parent, and the 
circumstances contributing to optimal engagement also differed. This made it 
challenging to judge when a parent was less engaged in a particular aspect of 
therapy, or if they were losing engagement in the overall process of therapy. It was 
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noted that when a parent was not present at a therapy session, it was difficult to 
gauge how engaged the parent was at that point in time.  
I think in the nature of our service because we are mobile and we 
don’t see the parents I wouldn’t ever feel comfortable in saying that 
this parent is not engaged. Just because I don’t know what goes on 
in the home. I don’t see the parents every week. I don’t hear what 
they say to the teacher…So it would be, it would be hard to say that 
yes you’re engaged and no you’re not. Because it’s so variable. 
(Tiphani, Private Practice, 3 years of experience) 
It varies, it changes for every person. There is no right or wrong. It is 
not a clean cut measure that you can be like bang that’s right. 
(Clarette, Private Practice, 2 years of experience) 
Theme 4: Factors influencing engagement  
This theme incorporated therapist descriptions of family characteristics, 
therapy setting and service features, as well as therapist characteristics that 
impacted engagement. Therapists discussed how they attended to, or recognised 
factors influencing engagement, and how they facilitated parent engagement by 
sensitively addressing these elements throughout the therapeutic process.  
Therapists commented that parent engagement was influenced by multiple 
family characteristics including: the parent/s’ personalities; coping skills; cultural 
background and beliefs; and available social supports. The parent/s could also have 
physical or mental health issues or an intellectual impairment that potentially 
influenced their ability to read and respond to their child’s cues and body language. 
This could affect parent engagement or disengagement in occupational therapy 
services. Therapists discussed strategies such as being culturally sensitive and 
adjusting levels of professionalism or communication to meet the needs of the family. 
So in that setting, you have to change and I guess, just be flexible. 
Being flexible is really important as an OT [Occupational Therapist] 
for engagement. Where some families, might be from a lower socio 
economic background so you adjust the way you interact with them 
and communicate with them so that they feel respected. They feel 
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that they can collaborate with you… Attitude, your persona… there's 
so many things that I adjust. (Sally, Education, 8 years of 
experience) 
Therapists conveyed that parent engagement was different in different 
settings. While the majority of participant perspectives where the same, the context 
sometimes altered some experiences. For example, in a private practice setting 
therapists stated that parents appeared to be highly motivated because they chose 
to come for a concern they wanted to address. Parents who fully paid for 
occupational therapy services appeared committed and this may have influenced 
parent engagement. Whereas in not-for-profit organisations, where appointments 
were free of charge, therapists noted that parent engagement was demonstrated by 
how receptive the family was towards the service.  
It's hard to say because my experiences are varied depending on 
the setting. For [not-for profit organisation] that was predominantly a 
team of approach and home visiting service. So going into the family 
home was a different context and for example, a Fijian family, would 
always try and give you food. Eating their food was really important 
to that family, so, I will do that. In comparison with private practise, 
for example, they're often highly motivated and engaged. Because 
they've come to you and it's, they want to work on handwriting or a 
specific developmental skill and they've got quite set priority areas 
that they want you know to work on with you. (Sally, Education, 8 
years of experience) 
Therapists in private practice and disability settings proposed that the nature 
of the session or setting (home, clinic and school) could impact engagement. For 
example, therapists reported that some parents were more comfortable meeting with 
the practitioner in their own home, while others were more distractible at home. Also, 
if the parent did not come to the therapy session (in private practice, disability or 
school settings), they demonstrated engagement through other means, such as 
emails or phone calls to the therapist. 
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So I think engagement in a session is very different to engagement 
with parents when I see the children at school. So engagement 
when I see the parents at school I think is asking questions via 
email. Following up activities at home so continuing that work. And I 
think engagement in sessions when their involved with sessions is 
when they’re joining in on activities so the play based ones. (Candis, 
private practice, 1 year of experience). 
Therapists also suggested that their own personal characteristics such as 
age, personality (e.g. friendliness), interests and feelings towards therapy (e.g. 
excitement or boredom) influenced parent engagement. Therapists talked about how 
their demonstration of confidence could help parent engagement as it conveyed 
capability. 
As a therapist, you have to impart that sense of confidence ... If you 
feel anxious, crappy, you know, had a terrible day or whatever, the 
parents are going to pick that up….It's really important, to always 
portray that sense of confidence. (Prudi, University Clinic, 30 years 
of experience) 
Therapists emphasised that engaging parents involved valuing the 
partnership and working together collaboratively. Therapists discussed how 
engaging parents in joint goal setting helped them gain an understanding of the 
parent/s’ aspirations for their child. Discussing and working on goals also helped 
clarify parent/s’ expectations about therapy and what they wanted to achieve in 
therapy. “You're working with them, that collaborative process is part of being family-
centred, just being sensitive towards their family” (Sally, Education, 8 years of 
experience). 
Therapists used “coaching” to work with parents to come up with their own 
ideas. Therapists described how coaching contributed to parent engagement 
because parents were more likely to work towards self-generated strategies. Asking 
questions, engaging in collaborative activities, and participating in shared problem 
solving with parents helped ensure parent involvement in finding solutions or 
strategies.  
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Collaboration. Working collaboratively with the family to set goals to 
figure out where to for the child …. I see the family as part of the 
therapeutic process. Having them involved in the therapy process 
and the OT process is really important. Rather than them sitting 
back in the waiting room, and the child doing their OT session, I 
prefer to have them involved in the OT process where appropriate. 
(Sally, Education, 8 years of experience)  
Therapists talked about being open and sharing information with parent/s, to 
allow them to make informed decisions, rather than the therapist making decisions 
for the parent’s. Therapists also reported that highlighting parent and child strengths 
and successes wherever possible can help parent engagement. “That collaborative, 
giving them the information. Allowing them informed choice, helping them make a 
choice, an informed choice” (Frannie, 30 years of experience, University lecturer and 
previous experience in hospital, private practice and a not-for-profit organisation). 
Some occupational therapists described how they started the therapy session 
by checking parent expectations for the session. Therapists noted the importance of 
communicating with parents during therapy sessions about what they are doing with 
the child and why. Therapists reported that they ensure they check in with parents to 
see their understanding of what was happening during the therapy session and if the 
therapists’ observations are in line with what is happening at home. 
Therapists from private practice, education and disability settings reported 
other methods of engaging with parents outside the face-to-face therapy session by 
communicating with parents through email, phone or other technology. This was 
regarded as being particularly important if the parent was not involved in the actual 
therapy session (e.g. when a child was having therapy within a school setting and a 
parent was not in attendance). These therapists provided choices for parents as to 
what means of communication would work best for the parent.  
Discussion 
The data provided in-depth information regarding parent engagement in 
occupational therapy interventions. The quality of the parent-therapist relationship 
and trust between the occupational therapist and parent was consistently described 
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as a way of interpreting and facilitating the parent’s engagement. Developing a 
therapeutic relationship with clients has been linked to therapeutic outcomes in 
therapy in mental health (Karver et al., 2006) and in occupational therapy (Morrison 
& Smith, 2013). The importance of the relationship is captured by The Intentional 
Relationship Model (IRM), which describes the client-therapist relationship as part of 
the occupational therapy process (Taylor, 2008). Occupational therapy education 
programs emphasize the centrality of the therapeutic relationship in the delivery of 
services (Bonsaksen, 2013; Hocking & Ness, 2016). Therefore, it is not surprising 
that therapists identified the parent-therapist relationship as pivotal to parent 
engagement and this was one of two over-arching themes in the current study. The 
quality of the parent-therapist relationship appeared to be linked with therapist 
responsiveness to the parent.  
Occupational therapists’ responsivity to parent/s needs was a second 
overarching theme found in the data. This aligns with past research by James et al. 
(2015) who researched child and parent perspectives on engagement in home-
based interactive computer play for children with unilateral cerebral palsy. James et 
al.’s (2015) study highlighted the need for therapists to be cognisant of family factors 
and individualise strategies in order to support sustained engagement. Furthermore, 
Kruijsen-Terpstra (2016) proposed that practitioners need to adapt their role to meet 
parent’s needs (which differ between parents and change over time) for information, 
communication and partnership in order to facilitate parent empowerment. 
Occupational therapists’ responsivity to parent needs reflects the holistic nature of 
occupational therapy that allows consideration of the person, environment and 
occupation when motivating and engaging parents (Cuskelly & Poulsen, 2013) in 
order to support attainment of occupational performance goals. 
Described throughout each theme are strategies employed by therapists to 
engage parents. Research findings support past suggestions that SDT represents 
one way of understanding how engagement can be facilitated by occupational 
therapists (D'Arrigo et al., 2016; Gilmore et al., 2010). Examples of competence-
supportive strategies include: highlighting family and child progress and strengths, 
empowering parent/s to develop achievable follow-up plans and experience success 
in embedding manageable strategies within daily routines. A relatedness-supportive 
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approach is emphasised by occupational therapists building the relationship, rapport 
and trust with the parent as well as being open and honest in order to help the parent 
feel comfortable. 
The quality of the parent-therapist relationship could also be dependent on 
therapist responsiveness to the parent. Therapist responsiveness and the parent-
therapist relationship were identified as overarching themes in the study. While 
therapist responsiveness can be a way of providing both relatedness- and 
autonomy-support, responsiveness can also be considered to apply to the third tenet 
of SDT, competence-support. An example of some competence-supportive 
strategies may involve, highlighting the family and child’s progress and strengths, 
empowering the parent and making follow up manageable for the parent, as it is 
important that parent’s feel success.  
Coaching was an approach often identified by therapists in the current study 
as a strategy of engagement. Occupational Performance Coaching (OPC; Graham, 
2010), a process which therapists use to help parents identify strategies and 
adjustments to support their child’s occupational performance (Graham, 2010), 
involves conceptual processes that can be mapped against the psychological needs 
of SDT (Ziviani, 2015) . A recent study on Solution-Focused Coaching (SFC; King, 
Schwellnus, et al., 2017), a form of coaching used by multiple health disciplines 
(including occupational therapy), found that parents of children in paediatric 
rehabilitation who had received SFC experienced high engagement in therapy (King, 
Schwellnus, et al., 2017). The results of this current study demonstrated the value of 
focusing on the parent-therapist relationship and being responsive to parent needs 
and feelings. Both can be supported through coaching and interpreted through an 
SDT framework when promoting the engagement of parents in occupational therapy.  
Several parent feelings that represented parent engagement were found in 
this study. This information potentially extends previous research about the multiple 
domains of engagement as defined by King et al. (2014), but specifically pertains to 
parent engagement in the occupational therapy context.  Feeling understood, 
respected, supported, trust and validated represent the emotional connection 
between the therapist and the parent, reflecting King et al’s (2014) view of the 
affective domain of engagement. Parental confidence in the therapist can be 
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attributed to the cognitive domain of engagement and appears to be equally 
necessary for full engagement. Parent empowerment aligns with King et al’s (2014) 
view of the behavioural domain of engagement, and represents an individual’s sense 
of self-efficacy to carry out the intervention. Arguably, a sense of empowerment may 
be interpreted under the cognitive domain, as Social Cognitive Theory (Bandura, 
2013) considers that one’s perception of self-efficacy to be cognitive in nature.   
Parent engagement and disengagement was also described by therapists as 
occurring at different levels: when it works well (engaged); engaged in the idea of 
therapy but not engaged in the doing of therapy (“middle ground engagement”); and 
when it doesn’t work well (disengagement). The ways in which therapists described 
these levels of engagement may be interpreted as behavioural in nature, as they 
demonstrated in-session participation (King et al., 2014) but also out-of-session 
behavioural involvement in occupational therapy (D'Arrigo et al., 2017; D'Arrigo et 
al., 2016).  
The concept of ‘middle ground engagement’, captured in the current study, 
referred to times when a parent was willing for their child to receive therapy but at 
the same time did not appear to be actively engaged in the therapy process with 
their child. Research in OPC identified a similar scenario when a parent was 
attending therapy but appeared content for the therapist to take control (Graham, 
2010). For example, research on the effectiveness of OPC with mothers of children 
with occupational performance challenges, found that prior to receiving OPC some 
mothers expected the therapist to “do the work on the child” (Graham, 2010, p. 116). 
This was related to parent expectations of health professionals being the experts in 
health care delivery. Furthermore, a study by Andrews et al. (2013) on parents on 
low incomes found that most parents expected their child to be ‘fixed’ by therapy, 
with some parents being hard to engage in therapy, believing that the therapist 
would take control of the intervention (Andrews et al., 2013). The concept of ‘middle 
ground engagement’ captures these variable levels of engagement that are 
influenced by parent views, past experiences and expectations of the health care 
system and service providers.  
Therapists identified how they could only make inferences about how the 
parent was engaged on many occasions. It was hard for them to assess parent 
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engagement, suggesting that a self-report measure of engagement would be helpful. 
Therapists also discussed how there were “peaks and troughs of engagement” 
(Jennie) and how engagement changed over time. This is consistent with past 
research by Bright et al. (2015) and King et al. (2018) who described engagement as 
fluid.  
The current study also captured the concept of time as being significant to 
parent engagement. Occupational therapists reported the importance of being aware 
of how family, service and therapist characteristics, as well as the timing of therapy 
can impact upon parent engagement in therapy. Past research in mental health also 
identified the impact of family- and service-related factors on engagement, such as 
transport, time, domestic violence and waiting lists (Gopalan et al., 2010). This study 
identified that the ‘cost-benefit’ relationship for the parent significantly influenced 
parent engagement, with ‘cost’ representing logistic barriers such as time, work, 
transport, siblings, effort and finance. The benefit of therapy needed to out-weigh 
these ‘costs’ for the parent to remain engaged. For this reason therapists explained 
that it might not be the right time for the family to access therapy. Therapists also 
discussed that families might not be ready to acknowledge and accept that their child 
needs therapy, which can be linked to denial or grief. Coping skills, mental/physical 
health, intellectual impairment and the capacity to understand and reflect may also 
impact a parent’s ability to cognitively engage in the intervention process (Hudson et 
al., 2014). 
 This study’s findings suggested that parent engagement appears to be 
different in different settings and is related to various elements of the setting 
(clinic/home/school service delivery; organizational policies). Phoenix and 
Vanderkaay (2015) emphasised that client-centred practice and the ability to engage 
parents in these processes (e.g. goal setting) is valued by clinicians. Despite this, 
client-centred practice can be limited due to lack of organisational support 
(implementation, time and training) and therefore, can be dependent on the service 
or setting (Phoenix & Vanderkaay, 2015).  
Limitations and practice implications  
Past research has demonstrated discrepancies between therapist- and 
parent-report of parent engagement (Solish, 2010). Many therapists in the current 
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study reported difficulties and measuring parent engagement during in-session 
appointments. This was reported by occupational therapists working in a wide range 
of settings, including disability, private practice, education and community settings. 
Difficulties were frequently noted by therapists working in education and private 
practice settings where parents were not physically present during in-session times. 
Therapists from one particular focus group in private practice (1-8 years of 
experience) reported they had no clear way of knowing what parents were believing 
or feeling about occupational therapy. In other therapy contexts where parents 
attended therapy sessions, and client-centred therapy was provided, there was an 
assumption that parent/s’ needs were constantly appraised and attended to in such a 
way that parent engagement could be monitored. The use of a parent self-reported 
assessment that records parent/s’ appraisals of engagement during occupational 
therapy may assist in understanding how parent/s perceive their own engagement 
during an intervention. Capturing the parent/s’ reflections on how the therapist 
engages with the child/parent may provide additional helpful information in 
understanding engagement. 
The nature of the intervention and how this impacts parent engagement 
needs to be explored. Occupational therapists place value on occupation-centred 
intervention, which involves the use of occupation to provide meaning in the delivery 
of interventions (Rodger, 2017); however, this was not explicit in the results of this 
current study. This may be because occupational therapists working in paediatric 
settings are predominantly using the child’s occupations, rather than that of the 
parents. The occupational focus and its role in engagement may therefore become 
more explicit in child therapy engagement research.  
The participants of this study were occupational therapists who had 
experience working with children from birth to 18 years old. This can be considered a 
limitation for understanding parent engagement, as parent engagement could vary 
with a child’s age. This study only focused on the views of occupational therapists on 
parent engagement. As highlighted above, parent perspectives are required to give a 
true understanding of the affective and cognitive domain of engagement. However, 
this current study responded to a need identified in the literature for research to 
explore how therapists can best promote engagement in rehabilitation interventions 
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(Levac, 2016). Therefore, occupational therapists working with families in paediatric 
rehabilitation and developmental services can benefit from learning strategies 
therapists use to engage parents in therapy. Staying focused on one profession 
forms the basis for understanding how approaches may vary in the nature of therapy 
involvement. 
Future research  
Future research is required to better understand how therapist perceptions of, 
and parent self-report of beliefs and feelings, align during therapy engagement. It is 
evident in the current study that engagement could be implicit and embodied by an 
experienced occupational therapist.  Future research into embodied (Kinsella, 2018) 
and clinical reasoning (Turpin & Copley, 2018) when engaging children and parents 
in occupational therapy would benefit this area of practice. Observing exactly what 
occupational therapists do in therapy, and reflecting with the therapist about what 
they did and why, may offer more insights into what engagement is and how it is 
facilitated. There is some research about engaging children in therapeutic interactive 
video home programs and (James et al., 2015) collaborative goal setting in 
occupational therapy (Costa et al., 2017).  What remains is to better understand the 
nature of, and strategies that facilitate engagement for children with a range of 
disabilities, involved in a range of interventions in a variety of occupational therapy 
contexts. 
While therapists described the importance of engagement there remains 
limited empirical research which quantifies the link between engagement and 
therapeutic outcomes when working with children and parents in occupational 
therapy. The development of measures of engagement would advance this line of 
investigation.  
Conclusion 
When delivering occupational therapy interventions to children, the parent is 
considered the “gate keeper” (Prudi). An understanding of the parent’s engagement 
and how this is harnessed in occupational therapy is therefore vital for the 
achievement of child therapeutic outcomes. This study has provided an in-depth 
understanding of how occupational therapists perceive parent engagement, with the 
possibility of extending current models of engagement and self-determination theory 
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to be applied to an occupational therapy context. Future research on parent 
perspectives of their engagement in occupational therapy is required to check the 
alignment between therapist and parent beliefs about engagement.  
Acknowledgements  
The authors would like to thank all the occupational therapists who 
participated in this research. We would also like to acknowledge the contribution 
Sinead O’Brien and Jamie Hunter made to this paper and thank them for their input. 
The authors would like to thank Dr Lisa Chiarello, Dr Roger Ideishi, Dr Gillian King, 
Dr Robert Pilasano and members of the engagement team who provided feedback 
during presentation of preliminary results. Finally, the authors want to thank Michelle 
Phoenix for her input and review of the final paper.   
 
Rachel D’Arrigo – Chapter Seven 
 
205 
  
7.4 Summary and conclusions  
The study reported in this chapter aimed to understand parent engagement in 
occupational therapy and explore how occupational therapists facilitate parent 
engagement in therapy. Findings highlighted the importance of parent engagement 
in therapy and how therapists place importance on the therapeutic relationship and 
being responsive to parent feelings and needs. Factors for consideration include the 
following: 
i. Therapists reported that they thought that parents experience a range of 
feelings when engaged and disengaged in therapy. This included feelings of 
trust, confidence in the therapist and hope; feeling understood and respected; 
feeling supported; feeling a sense of validation and reassurance and feeling a 
sense of empowerment.  
ii. Parent engagement and disengagement in therapy was described by therapists 
as occurring at different levels. The first level was “when it works well”, where 
the parent demonstrated signs of engagement such as full participation and 
thorough responses. The second level was “engaged in the idea of therapy but 
not engaged in the doing of therapy”, where the parent demonstrated middle 
ground engagement by being willing for their child to be involved with 
occupational therapy but not personally involved in carryover of strategies. The 
third level was “when it doesn’t work well”, where the parent demonstrated 
signs of disengagement such as being passive and not asking questions. 
iii. Therapists reported the importance of being aware of how factors such as time, 
family-, service- and therapist- characteristics can impact upon on parent 
engagement in therapy.  
iv. Occupational therapists focus on the parent-therapist relationship and being 
responsive to parent needs and feelings when engaging parents in therapy. 
Therapists identified strategies that aligned with Self-Determination Theory to 
facilitate parent engagement in therapy, such as being responsive to parent 
feelings, preferences and concerns (autonomy, relatedness and competence 
support); building the relationship (relatedness support); and helping the parent 
experience success by embedding manageable strategies within daily routines 
(competence support). 
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8.2 Introduction  
Child engagement in therapy is often referred to as pivotal to therapeutic 
outcomes in occupational therapy. However, there is a paucity of literature that 
defines child engagement in occupational therapy or offers guidance regarding the 
ways in which occupational therapists engage children in therapy. This chapter 
comprises a paper titled “The engaged child in occupational therapy”. This paper 
aims to understand child engagement and the influences upon it, from the 
perspective of occupational therapists.  
8.3 Paper 4: “The engaged child in occupational therapy” 
This paper has been submitted to the Canadian Journal of Occupational 
Therapy. The material in this paper has also been presented at the 2016 School of 
Health and Rehabilitation Sciences Postgraduate conference.  
Abstract  
Background: Achieving optimal outcomes for children in occupational therapy 
settings relies in part on their engagement. The nature of child engagement from the 
occupational therapy perspective remains relatively unexplored. Method: A 
qualitative research methodology was adopted, using an interpretive description 
approach. Thirty-two occupational therapists participated in the study. Five focus 
groups and six individual interviews were conducted. Thematic analysis was 
undertaken. Findings: Four themes emerged from the data: i) signs of child 
engagement and disengagement; ii) it’s about the child feeling safe; iii) a sense of 
meaning and purpose; and iv) service and therapist factors influencing child 
engagement. Implications: Helping the child feel safe; providing meaningful 
experiences; and being flexible and responsive were key means of connecting with, 
and supporting, child engagement from the perspective of occupational therapists. 
Strategies occupational therapists used to engage the child in this study aligned with 
the tenets of self-determination theory (autonomy, relatedness and competence).   
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Introduction  
It has been proposed that achieving optimal occupational therapy outcomes 
for children relies on their active engagement in therapy (Gilmore et al., 2010; James 
et al., 2015). The process of child engagement has been described as “self-evident” 
to the experienced occupational therapist (Lawlor, 2012, p. 152), and yet, the nature 
of child engagement in occupational therapy practice remains relatively unexplored. 
Efforts to build an explicit understanding of child engagement are currently formative, 
with research describing how occupational therapists facilitate optimal child 
engagement being scant in many contexts. There is a need for theoretically guided 
exploration of this central component of occupational therapy practice.  
Child and parent engagement in therapy within the mental health field and 
paediatric rehabilitation has been conceptualised by King et al. (2014; 2018) as 
multifaceted, reflecting three engagement domains: affective, cognitive and 
behavioural. The affective domain of engagement encompasses the client’s 
emotional involvement with the therapist and the therapy process. The cognitive 
domain of engagement reflects the client’s beliefs about the need for intervention 
and perceptions about whether therapy will be helpful. The behavioural domain of 
engagement refers to the client’s participation in therapy (King et al., 2014) and 
capability of carrying out strategies outside therapy sessions (D'Arrigo et al., 2016). 
Bright and colleagues (2015) describe adult “patient engagement” as co-
constructed. It is a process between healthcare provider and patient (“engaging 
with”), as well as a patient state (“engaged in”). This fluid process changes over time 
(Bright et al., 2015) and fluctuates between sessions (King et al., 2018).  
Strategies to optimise engagement were recently described in a qualitative 
study exploring the views of youth with physical disabilities participating in a life skills 
program (Smart et al., 2016). These strategies were grouped according to King and 
colleagues’ (King et al., 2014) engagement framework. The eight strategies 
contained affective (e.g. relationship building), cognitive (e.g. awareness of goal 
progress) and behavioural (e.g. decision-making) components. 
Self-Determination Theory (SDT; Ryan & Deci, 2017) has been proposed as a 
way of understanding strategies for engagement in paediatric rehabilitation (Meyns 
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et al., 2018). According to the tenets of SDT (Ryan & Deci, 2017), practices that 
promote the satisfaction of three basic psychological needs for autonomy, 
competence and relatedness are crucial for growth, flourishing and well-being (Ryan 
& Deci, 2017). The satisfaction of these basic psychological needs is linked with 
intrinsic motivation (Ryan & Deci, 2017), and provides the nutriments for 
engagement in therapy (D'Arrigo et al., 2016). Autonomy support is provided when 
authentic choice and control are proffered in therapy. Competence is supported 
when therapists encourage mastery, scaffold success, and optimise achievable 
challenge. Relatedness need satisfaction occurs when connectivity and a sense of 
belonging are enhanced in therapy (Ryan & Deci, 2017).  
Occupational therapists value occupation-centred interventions, which 
involves facilitation of purposeful and meaningful performance of roles and tasks of 
daily living (Rodger, 2017). Pediatric occupational therapists involved in a study 
exploring the use of occupation-based practice in a medical facility perceived 
children to be engaged in valued occupations that aligned with their interests (Estes 
& Pierce, 2012). From an SDT perspective, this finding is consistent with the view 
that participation in experiences aligned with personal interests and values is 
associated with high levels of self-determination and volitional engagement (Ryan & 
Deci, 2017, p. 253). 
Developing the therapeutic relationship with the child has been perceived as 
essential to successful therapy in a study investigating the child-therapist relationship 
in occupational therapy practice with Indigenous Australians (Nelson & Allison, 
2007). The importance of taking time to invest in the relationship; building rapport to 
gain the child’s respect; and being flexible in approach and creative (a capacity to 
“go with the flow”) were seen as vital. Additionally, it was found that being friendly, 
non-judgmental, encouraging and accepting were perceived by participants as 
facilitating relationship formation, considered foundational to the child’s involvement 
in therapy (Nelson & Allison, 2007).   
In child and youth mental health, when examining the outcomes of cognitive 
behaviour therapy with anxious youth, therapist responsiveness and flexibility were 
significantly associated with child engagement. (Chu & Kendall, 2009, p. 736). This 
is in line with current research on parent engagement in occupational therapy, which 
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proposes that occupational therapists identify being responsive and flexible to 
parents’ feelings and needs as highly important (D'Arrigo, under review). Therapist 
responsivity and flexibility could also be a mechanism of facilitating child 
engagement in occupational therapy. 
Research that proposes the state and process of therapy engagement is 
established in child and youth mental health and developing in paediatric 
rehabilitation. The research is yet to clearly address how child engagement 
manifests for the child in occupational therapy and the strategies occupational 
therapists use to enhance child engagement. Advancing our understanding of how 
engagement in occupational therapy manifests in clinical practice with children has 
potential benefits in terms of consistency of care, implementation of high quality 
interventions and improved client outcomes. The aim of the current study is to 
explore child engagement in occupational therapy and what influences child 
engagement from the perspectives of occupational therapists working in a range of 
clinical settings. It aims to answer two questions: “What is occupational therapists’ 
understanding of engagement for children involved in occupational therapy 
services?” and “What influences child engagement in occupational therapy?” 
Methodology  
Research Design 
This qualitative study used an interpretive description approach to identify 
patterns and themes from clinical wisdom (Thorne, 2008). Interpretive description 
involves discovery through clinical experience and established literature in order to 
answer a clinical question and improve practice (Thorne, 2008). The data from this 
study was obtained from a larger qualitative project which also explored parent 
engagement (D’Arrigo et al., under review).  
Participants and Recruitment  
Thirty-two occupational therapists who had experience working with and/or 
were currently working with children (0-18 years old) participated in the study (Table 
8.1). A purposive sampling method was used to recruit participants with a range of 
experience, from a range of settings in Brisbane, Australia. Ethical clearance was 
obtained from the Human Research Ethics Communities of The University of 
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Queensland (2012001411) and Children’s Health Queensland 
(HREC/16/QRCH/321).  
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Table 8.1 
 
Characteristics of Therapists Participating in Focus Groups/ Interviews 
 
Mean SD 
Age (years) 33.94 10.56 
Experience (years) 9.69 9.35 
Work setting n % 
Disability Services 3 9.38% 
Hospital 3 9.38% 
Rehabilitation 3 9.38% 
Private Practice 9 28.13% 
Education Setting 6 18.75% 
Community Health 7 21.88% 
University clinic 2 6.25% 
Not for profit organisation 1 3.13% 
Other 1 
3.13% 
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Data Collection 
The first author conducted five focus groups (involving 2-7 participants each) 
and six individual interviews. Focus groups/interviews were conducted face-to-face, 
at a time and place convenient for participants (usually their workplace). Participants 
completed a demographic information form about their professional and career 
experience. They provided informed consent prior to participating in the focus 
group/interview, which was audio-recorded and transcribed verbatim. A semi-
structured interview guide (see supplementary material) was developed to gain 
participant perspectives on child engagement. Topics discussed within the interviews 
and focus groups included: 1) words that represent child engagement; 2) description 
of child engagement in therapy; 3) what influences child engagement in therapy; 4) 
strategies occupational therapists used to engage children in therapy; 5) the 
importance of child engagement; and 6) description of therapy engagement for the 
child overtime.  
Data Analysis  
The qualitative software NVIVO 10 was used to manage the data (QSR 
International Pty Ltd, 2014). To ensure immersion in the data, the first author 
transcribed most of the focus groups/interviews, perused the transcripts several 
times and completed low inference summaries of the transcripts before coding 
commenced.  
Inductive thematic analysis was used, whereby the first and second authors 
coded 20% of the transcripts independently, then discussed their coding strategies. 
There were few discrepancies and a set of coding categories were agreed upon. The 
first author then re-coded 50% of the data, adapting the coding categories during this 
process. Further discussion of the coding categories between the first, second and 
third author occurred. Some codes were grouped and others expanded to form 
themes. The first author then coded the remaining data according to the final coding 
categories and themes. Member checking was completed by sending participants a 
summary of themes, seeking feedback regarding how the interpretation of the data 
reflected their experiences and to add further contributions that might better 
represent their views. Eight of the thirty-three participants responded, all agreeing 
with the interpretation and providing no new information.  
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Rigour 
The researchers used multiple processes to ensure rigour during the 
research. These included conducting three pilot interviews to test the interview 
guide. The first and second authors reviewed and tailored each interview guide for 
each focus group and/or interview in order to be applicable for the participants’ 
clinical setting and refined questioning to enable in depth interviewing. The first 
author documented self-perceptions and reflections about engagement throughout 
the project (reflective commentary; Shenton, 2004).  
The authors acknowledge that their experiences, beliefs and assumptions of 
child engagement in occupational therapy had potential to impact data collection, 
analysis and interpretation. All authors had worked with children as an occupational 
therapist and therefore, had experience trialling strategies for engagement in clinical 
practice. The authors of this study had reflected on work from King et al. (2014) to 
inform an understanding of the state of engagement, and the work of Ryan and Deci 
(2017) to understand potential engagement practices. Key concepts emerged from 
this reflection where beliefs around engagement surrounded these experiences and 
frameworks. In addition, meaningful occupation and child-therapist relationship 
development is considered foundational to occupational therapy practice. The 
authors of this study believed that these aspects were key to facilitating child 
engagement. An ontological stance involved adopting an external approach to the 
data collection, analysis and interpretation process. Despite this, the authors 
acknowledge that prior experiences and presumptions of child engagement had 
potential to have influenced the results of this study. 
Results 
Therapists reported that children benefited from being engaged in therapy for 
multiple reasons. Firstly, an engaged child was described as enthusiastic and 
motivated, working diligently to achieve desired outcomes. Engaged children also 
appeared to have a sense of mastery and belief in their abilities and this contributed 
to effort and persistence. Finally, engagement was perceived as leading to goal 
achievement.  
Therapists indicated that child engagement was highly valued. When the child 
was engaged this contributed to the therapist’s sense of confidence and positive 
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feelings for the therapist. It was disheartening for therapists when a child was 
disengaged. In these situations, therapists experienced a sense of personal 
responsibility for disengagement, and felt pressured to consider and explore new 
strategies to ensure child engagement. “It's up to us as the therapists to engage the 
child. That is totally our job. If a child is not engaged we are not doing enough. We're 
not doing our job properly” (P16). 
Four themes were identified from the data: 1) signs of child engagement and 
disengagement; 2) it’s about the child feeling safe; 3) a sense of meaning and 
purpose; and 4) service and therapist factors influencing child engagement.  
Theme 1: Signs of Child Engagement and Disengagement  
The signs of engagement and disengagement were organised according to 
three subthemes: ‘overt or recognisable signs of engagement or disengagement’; 
‘fluctuations in engagement’ and ‘within- and between-child variation’.  
Overt or recognizable signs of engagement or disengagement. 
Therapists perceived that when a child was optimally engaged, there were 
“golden moments of flow” (P29). This occurred when a child’s interests were tapped 
and aligned with the therapy activity. In these circumstances the child exhibited 
enthusiasm and high volition, independently completing activities with little 
assistance and total absorption in the task at hand. As one therapist commented, 
“they don’t think they’re doing therapy” (P26).  
The engaged child was described by therapists as spontaneously contributing 
ideas and taking ownership of the therapeutic activity. “They are almost leading their 
own therapy” (P29). The child appeared to be fully invested in the activity, exhibiting 
focused attention and having low distractibility. There was also a sense of “shared” 
interactions and emotions (P21). Therapist-child connectivity was described during 
many child-therapist verbal interactions and whenever the child and therapist shared 
joint attention to an activity or conversation. Non-verbal signs of engagement in 
therapy were also noted, including: frequent eye contact; leaning in towards the 
therapist; adopting a “comfortable” (P8) posture; and smiling. Children (and, in 
particular adolescents) who practiced strategies provided by the therapist outside 
therapy were perceived as being invested in the therapy process. 
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Signs of child disengagement included distractibility, looking away or avoiding 
participating in an activity, and reluctance to attend therapy. Postural signs of 
disengagement, such as physically turning away from the therapist or therapy 
activity, or being “slumped” over (P31) during the activity indicated that the child was 
potentially losing interest or investing low effort in the task. Explicit language 
indicating disinterest or refusal to participate was a clear indication of child 
disengagement. A change in the child’s tone of voice, low levels of responsiveness 
to the therapist or therapy activity, or total unresponsiveness, were seen when there 
was “shut down” (P18), or “meltdown” (P13) (e.g. the child  ran away, destroyed the 
task, and/or became physically violent), and were clear indicators of disengagement.  
Fluctuations in engagement 
Therapists noted that child engagement changed from session to session, 
and for each child over time. Several therapists alluded to the many possible 
influences, both internal and external, that might contribute to varying engagement. 
External influences included: changes in child goals and priorities (e.g. wanting to 
learn a new skill); aspects of the child’s day (e.g. missing out on a preferred activity) 
or the family environment (e.g. trauma, abuse, the business of family life). Internal 
influences included: being tired; health issues; temperament (e.g. irritability); 
personality; or development changes (e.g. increased mobility). Therapists perceived 
that the child’s level of comfort and trust they placed in the therapist also changed 
over time, and often improved after the initial sessions. “There'll be fluctuation in 
level of engagement. Some weeks, they'll be, it'll just be spot-on, and then other 
weeks, for whatever reason…they just might not be having a good day” (P16). 
Within- and between-child variation 
Therapists emphasised that signs of engagement manifested in different ways 
according to the child’s age and development, unique strengths and weaknesses, 
health and medical issues. Therapists adapted their approach or intervention 
according to these parameters, as well as other child features or characteristics (e.g. 
feedback from facial indicators), to engage the child effectively. It was noted that 
some children (e.g. those with ASD) exhibited subtle, non-verbal signs of 
engagement. These between-child variations were sometimes transient. 
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It’s when they are responding to what you’re doing. No matter how 
subtle it is. If it’s a smile, if it’s like a touch. It’s something that is 
happening…But it might only be fleeting. You might only get it once. 
You get it with kids with ASD. (P12) 
Children with physical impairment who were non-verbal also demonstrated 
subtle individual facial indicators or other body language signs of engagement. Some 
children with physical impairments were described as being engaged when they 
exhibited persistence during task performance and appeared to be trying their 
hardest to complete a task despite considerable physical restrictions. “It was the eye 
brows. It was the eyes. It was the smile” (P12). 
A child’s vocalisations provided clues about the child’s engagement. For 
example, wailing indicated excitement for some children. Other physical or 
physiological signs (e.g. breathing changes, postural tone changes) helped 
therapists appraise a child’s engagement. Therapists placed importance on the 
interpretation of parents, who provided valuable information about their child’s 
unique communication responses and whether these indicated enjoyment/lack of 
enjoyment and engagement/disengagement. Therapists also discussed the 
importance of recognising the child’s individual needs or characteristics during the 
session and the need to change aspects of the session in response to this 
information (e.g. reduce noise distractions to facilitate engagement).   
Theme 2: It’s about the Child Feeling Safe 
The importance of the child feeling safe within the therapeutic relationship and 
within the therapy environment was noted by many therapists. Ensuring that the child 
felt safe was perceived to be a fundamental precursor to child engagement, as well 
as an outcome of successful engagement. One therapist said, “It comes back to 
them feeling safe…. I think when they’re engaged fully with you…it’s because they 
actually feel safe within that environment and in that relationship with you.” (P19) 
Therapist strategies that influenced child feelings of safety are grouped according to 
three subthemes: ‘safe within the relationship’; ‘valued and validated’; and ‘safe 
through success’.   
Safe within the relationship 
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Therapists described the fundamental need for a child to feel safe and secure 
within the relationship before engagement occurred. Several aspects were perceived 
as important in influencing the therapist’s relationship with the child. These included 
how the child perceived the parent-therapist relationship, and if his/her parent 
appeared comfortable with the therapist this helped the child feel safe to engage with 
the therapist. A child’s past experiences with other occupational therapists or health 
professionals were also suggested by therapists as impacting the child’s sense of 
security and subsequent engagement in therapy.  
In order to help the child feel safe, therapists took time to build rapport, 
develop the relationship with the child, and build trust, in an effort to establish a 
genuine connection with the child. As the child became more comfortable with the 
therapist and therapy over time, the child was more willing to engage. A child who 
was initially reluctant to engage might become more involved and participate more 
fully when they felt secure in the environment and with the therapist, and the process 
of therapy, particularly if they felt confident that they could pursue achievable goals. 
The child…did not want to be in the room and then over time, as 
they felt more comfortable or as they felt like their goals were being 
achieved and they built more confidence, they would be a lot more 
willing to engage. (P17)  
Being flexible in responding to, and adapting, the intervention to 
meet the child’s needs was also important. This was described by 
one therapist as a dance, “There was a lot of dance about when 
[and] what we were doing and how we were modelling…Watching 
her postures and her facial expression.” (P21)  
Therapist interactions with the child and “the way that you use yourself” (P2), 
by modifying tone, pace and volume of speech were also commonly reported by 
therapists as ways of engaging and developing a relationship with the child. 
Therapists described how changing their facial expression, body language or body 
position; adopting different levels of enthusiasm or calmness; and exhibiting 
playfulness were strategies that were used and varied in response to feedback from 
the child. “Therapeutic use of self” (P2) was perceived to develop “a real connection 
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with the child” (P30) and enhanced the child’s engagement. Therapists discussed 
changing their communication style to suit the individual child, to meet their unique 
communication needs and develop a connection. 
It’s the way that you use yourself to increase his engagement. So if 
he’s up here… then you bring it down. Therapeutic use of self … 
that change in, like, dynamic. Whether it be my verbals and my non 
verbals and changing … I change me... My voice, my body 
language, how I am seated, my positioning.... It’s how I am changing 
me and the environment as opposed to changing him and the 
task…I am using my therapeutic use of self. (P2) 
Valued and validated 
Several therapists described how children who were engaged felt secure in 
the belief that their opinions would be valued and validated. These practitioners 
noted the importance of listening to the child’s perspectives and helping the child feel 
appreciated and that their opinions and views were important to the therapist.  
Strategies suggested by therapists to help the child feel valued and validated 
included acknowledging the child’s perspectives and involving them in the therapy 
process. Explaining what was happening in therapy (and why); providing clear 
expectations (e.g. a visual schedule of session activities); allowing the child to 
choose the order of the activities if possible and problem solving together (e.g. 
developing a plan to achieve their goal) were practices that contributed to child 
engagement. Each of these strategies were seen to enhance a child’s sense of 
control and contributed to greater engagement than when a child had fewer 
opportunities for personal control in therapy.  
Safe through success 
Therapists perceived that the engaged child was likely to feel a sense of 
success, and perceived self-efficacy, contributing to empowerment in therapy and 
helping the child to feel secure in their abilities. This in turn meant that they trusted 
that the therapist would help them achieve future success. One therapist said, “They 
feel really safe… safe that you've been able to judge their capacity…So that they're 
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not going to fail at it” (P16). Low perceived competence and experiences of failure 
could lead to sadness, frustration, anger and child disengagement.  
The ways in which therapists helped the child experience success included 
accurate grading of the difficulty level and associated challenge of therapy activities. 
This was consistently referred to by therapists as providing the “just right challenge” 
(P9). This involved identifying the child’s baseline skills and grading levels of 
difficulty to ensure experiences of success matched with sufficient challenge to keep 
the child engaged. Therapists also discussed adopting a strengths-based approach 
when addressing areas of weaknesses. This involved ensuring the child’s strengths 
would be utilised while the child pursued activities that were inherently challenging. 
For example, one therapist would use a child’s cognitive strengths in mathematics to 
gain the child’s attention while working on their fine motor weaknesses (counting by 
twos while picking up and stacking blocks). 
Theme 3:  A Sense of Meaning and Purpose 
The engaged child was perceived by therapists as having a sense of meaning 
and purpose in therapy. This sense of meaning and purpose and the range of ways it 
contributed to engagement reflected the following subthemes:  ‘it means something 
to the child’; ‘doing it for themselves’; and ‘doing it for others or something in return’.  
It means something to the child 
Therapists viewed the engaged child as demonstrating genuine enjoyment 
and interest in the activity. Therapists expressed the view that the child was engaged 
when activities were of personal significance or importance.  
Especially if it’s something that means something to them. You have 
an older boy walk up to you and say, ‘What I would love to be able 
to do is write’. I think that part of it… it’s tapping into something that 
is important to them and making them feel they are a part of things. 
(P1) 
To help recognise and attend to the child’s sense of meaning and purpose 
therapists highlighted the importance of providing opportunities for child choice and 
control within therapy. This involved working towards child-chosen goals and 
ensuring the child understood the purpose for doing an activity.  
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Purpose… Their activity has meaning so therefore ‘I should keep 
trying’… And I think often there is [a] means to an end for it as well. 
They’re not just doing it for the sake of doing it, because they’ll stop. 
They’re trying to achieve something. (P9, P10, P11) 
A sense of choice and control was also provided by therapists through 
organising activities that accommodated the child’s interests and personality. 
Conversely, when a child did not see any value in the activity or strategy proposed 
by the therapist, this contributed to disengagement.  
Ensuring therapy was fun, exciting, interesting or novel made the activities 
meaningful to the child and helped the therapist engage with the child. Whether it 
was the child’s first time in therapy or the start of a new, but ongoing therapy 
session, therapists noted that “having something fun to entice them into the room” 
(P12) helped the child feel comfortable. When a child was bored or demonstrated 
low enjoyment, this led to disengagement. Turning therapy into a game, introducing 
a competitive element, or using songs encouraged involvement. Implementing play-
based interventions, or embedding play within the intervention also contributed to 
engagement. “Using play-based approaches is really helpful, to help, mask what you 
might be trying to do. They might just think they're …playing and having fun. But 
actually working on alignment and fine motor and strength, coordination and 
handwriting” (P16). 
Doing it for themselves 
High levels of internal motivation were identified by therapists as influencing 
engagement, to the extent that it was sometimes difficult for the child to detach from 
engaging in one activity and move on to the next. This occurred when the child 
showed genuine interest, confidence, self-direction and focus in therapy.  
If they are really engaged, intrinsically motivated, you will have a 
hard time stopping them from doing it…  They really like what 
they’re doing. Because they’re doing it for something or they’re 
doing it for themselves. (P8) 
Some therapists argued that children who demonstrated high “internal 
motivation” were genuinely engaged, and when they were externally motivated (e.g. 
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rewards for participation) this did not represent true engagement. Others perceived 
both internal and external sources of motivation were associated with engagement 
regardless of the type of motivator. 
Doing it for others or something in return 
Various types of external regulation were used to facilitate child engagement 
in therapy. Children were motivated by celebrating success with others and receiving 
feedback or praise. Tangible rewards were also selectively used. Other instances of 
extrinsic regulation included the therapist outlining an activity sequence where the 
child was allowed to do a preferred activity after a non-preferred activity, or choose a 
game at the end of a session. “For some kids initially it's probably purely [laughs] just 
about what they're going to get at the end. You know choosing their own game…I 
used to say, ‘My game's first and then your game [laughs]’” (P16). 
Participation in group sessions or engaging in other social processes were 
recognised by therapists as influencing child engagement. Working with others with 
similar difficulties and goals helped children feel more accepted and this was 
frequently linked with high task engagement.  
Groups are a really great way, just for that social aspect, to feel 
accepted or engaged in therapy. [They] feel as though they are able 
to improve, because so and so in the group did this too. [It’s] just 
giving [them] that encouragement. (P17) 
Theme 4: Service and Therapist Factors Influencing Engagement  
A range of service and therapist characteristics were proposed as influencing 
child engagement in therapy. Having a wide range of accessible resources available 
enabled therapists to create novel experiences for the child. This was seen to 
maintain or enhance child engagement. The timing of the session also influenced 
child engagement. For example, afternoon sessions could mean the child was 
fatigued, impacting engagement throughout the session. Session length and the 
number of sessions could restrict the time available for relationship building and 
therefore, the child’s engagement.  
The nature of the setting or service was proposed to influence child 
engagement. For example, in a community setting therapists were able to choose 
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where they would see the child (school, home or clinic). Some children were more 
comfortable in the home environment. For others this posed a distraction, and they 
were more focused and less distracted in the clinical setting. Physical environmental 
features, such as the room size, lighting and distractions in the environment could 
variously impact engagement.  
Therapists postulated that the intervention approaches mandated by the 
service or preferred by individual therapists could impact engagement. Occupational 
therapists noted that they were often requested to help engage children during 
another health professional’s session, because they were perceived to have skills in 
facilitating optimal child engagement. A multi-disciplinary team approach often 
improved understanding about the child’s needs and how best to engage the child 
Characteristics such as the therapist’s personality, and personal interest in a 
particular intervention approach, were perceived as contributing to child 
engagement. Therapists reported they sometimes had low energy reserves and 
considerable effort was required to engage the child. At these times they consciously 
enacted strategies to become more “energised” (P1) using strategies such as 
listening to music, or putting aside personal worries and thoughts about having a 
“bad day”. This helped with “faking it” (P21) in order to focus on engaging the child. 
“You know if you’re having a bad day then you’ve got to fake it until you make it…this 
kid needs that, so that’s why I need to be there to get him engaged” (P21). 
Discussion 
In this study occupational therapists described signs of child engagement and 
disengagement in therapy that fluctuated over time and varied between children and 
within individual children. Child engagement was thought to be influenced by the 
child’s feelings of safety, and whether meaning and purpose were incorporated into 
therapy activities and goals. These findings crystallise implicit therapist knowledge 
about child engagement in occupational therapy that is frequently discussed loosely 
in the literature. The findings align with the previous understanding of engagement in 
adult health care, where researchers differentiated between two elements; the state 
of engagement (“engaged in”), and the co-constructed process of engaging with a 
client (“engaging with”) in therapy (Bright et al., 2015).  
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“Engaged In”- Child State of Engagement 
Optimal in-session engagement, as described by the therapists in the current 
study, was referred to as, “Golden moments of flow” (P29). “Golden moments of 
flow” was described as occurring when the child’s interests matched the activity, the 
child was enthusiastic, independent and took ownership of the therapy activity, 
representative of intrinsic motivation  or high internal regulation (Ryan & Deci, 2017). 
Therapists also described the child being invested in the activity and with the 
therapist. This was aligned with the conceptualisation of “flow” as defined by 
Csikszentmihalyi (2002).  Csikszentmihalyi (2002) described enjoyable experiences 
and “optimal experience” where an individual’s skills matched the challenge at hand 
as key elements of flow.  A similar concept was noted in Bright et al.’s (2015) work 
as “engrossment in an activity”. 
Recent work by King et al. (2017) on the development of an observational 
measure of child and parent engagement from the service provider perspective, 
called the Pediatric Rehabilitation Intervention Measure of Engagement-Observation 
(PRIME-O; King et al., 2017), can be used to interpret these findings. When 
assessing child engagement using the PRIME-O, the affective domain of 
engagement is represented when the client shows interest and enthusiasm, which is 
evident in signs of receptiveness observed through enthusiasm, eye contact, open 
posture and sustained interest (King et al., 2017). This description of the affective 
domain can also be linked to what represents “golden moments of flow” (P26) in 
occupational therapy in the present study.   
Therapists in the current study commented that the engaged child 
experienced a sense of safety with the occupational therapist and in therapy. King et 
al. (2014) noted how emotional involvement and trust in the therapist and therapy 
process were core aspects of engagement, representing affective involvement in 
therapy. The PRIME-O also assesses the affective domain to represent the overall 
warmth and rapport within the interaction (King et al., 2017). The results of the 
current study emphasised how the engaged child felt safe, valued and validated. 
Recent research that assessed engagement of youth in a life skills program in 
paediatric rehabilitation found therapist openness and encouragement of shared 
authority contributed to trust, allowing youth to reach their full potential (Smart et al., 
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2016). The child’s sense of safety, which underpinned engagement in the current 
study, can therefore be interpreted under the affective domain of engagement.  
Having a sense of meaning and purpose in therapy was described as being 
associated with high levels of child engagement by occupational therapists in the 
current study. This is consistent with previous research where client beliefs about the 
need for intervention and therapy effectiveness (King et al., 2014), as well as a 
sense of meaning and purpose (Smart et al., 2016), were proposed as contributing 
to client engagement. In Smart et al.’s (2016, p. 5) research it was found that youth 
involved in the life skills program reported high engagement when working on 
therapy goals if they could foresee “meaningful change”; felt “a sense of control in 
how they learned”; or could visualise goal “progress”. The PRIME-O also captures 
cognitive engagement by observing if the child or youth understands why they are 
doing activities, see the value in therapy and discuss goals they want to work on 
(King et al., 2017).  
Therapists participating in the study identified overt behaviours that signalled 
when a child was engaged or disengaged, both in- and out-of-session, that are 
representative of the behavioural domain of engagement (King et al., 2017). These 
included in-session behaviours such as child-therapist shared interaction and joint 
attention and out-of-session actions such as carryover of strategies at home. The 
PRIME-O captures the behavioural domain by examining the collaborative nature of 
the intervention where both the child and therapist contribute to the discussion and 
there is a “reciprocal interaction” in the session (King et al., 2017, p. 9).   
Contemporary research describes engagement as a fluid and changing state 
(Bright et al., 2015; King et al., 2018). King et al. (2018) recently explored the 
engagement of youth in paediatric rehabilitation involved in Solution Focused 
Coaching (a type of coaching used by health professionals) and demonstrated the 
extent to which engagement can change from session to session. This was echoed 
by occupational therapists in the current study. Fluctuations in child engagement 
over the course of therapy were reported. This variability was influenced by many 
factors, including: the child-therapist relationship; child goals and priorities; the 
physical and social contextual background features; and each child’s characteristics 
(e.g. their motor development, personality, health status and fatigue levels).  
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“Engaging With”- The Process of How Occupational Therapists Engage 
Children  
 Developing the therapeutic relationship with the child was identified as a way 
of helping the child feel safe, and representing a means of facilitating engagement. 
Establishing a therapeutic relationship has been long considered a critical element of 
service provision (Taylor, 2008) and a means of improving outcomes in occupational 
therapy (Nelson & Allison, 2007). The results of the current study are consistent with 
principles used to build a successful therapeutic relationship with a child, such as: 
taking time to build rapport; being flexible; exhibiting patience and adopting a non-
judgemental stance towards the child; and offering encouragement and acceptance 
(Nelson & Allison, 2007). 
 The emphasis placed on facilitating child feelings of safety to enhance 
engagement in the current study was also reported by Lawlor (2003), who identified 
the concept of “a safe place” (p.429). “A safe place” was defined as occurring when 
the therapist connected with the child, provided assurance and avoided negative 
experiences for them (Lawlor, 2003, p429). Lawlor (2003) described a theoretical 
connection between engagement and secure attachment. The latter draws on the 
work of Bowlby (1984) who argued that the child needs to have a secure attachment 
in order to effectively explore the environment. The child’s attachment style and past 
experiences shape how the child conceives of him/herself and relationships that 
develop with others (Bowlby, 1984). Children who are securely attached are more 
flexible and able to explore the world and their relationships with others (Bowlby, 
1984). The role of the child’s attachment style is important to consider, as it may 
impact the strategies used to respond to the child effectively in therapy.  
Therapists in the study discussed how being flexible and responsive to child 
needs and feelings was important for engagement. Flexibility and responsiveness 
were embedded within all three themes of the current study. Flexibility during therapy 
planning to address child interests and session adaptation to incorporate new 
information about the child’s life/context both assist engagement (Chu & Kendall, 
2009). In research on children with anxiety problems who were receiving Cognitive 
Behavioral Therapy, Hudson et al. (2014) found that therapist flexibility and child 
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involvement were associated with positive outcomes (coping skills, behaviour, 
classroom functioning and symptoms of anxiety).  
Therapists who participated in the current study frequently described how they 
adapted and graded activities to enable the child to finish a task or achieve a goal. 
This helped the child feel a sense of success and to feel “safe” (P19) regarding the 
therapist’s ability to provide the “just right challenge” (P9) level of difficulty for the 
child. Adapting and grading the task so it is the right level for the child can therefore 
be categorised as a means of engaging the child within a therapy session. The “just 
right challenge” was first referred to in seminal occupational therapy literature by 
Ayres & Robbins (2005) as a means of guiding the therapist’s choice of activities, 
where activities were not too easy or too difficult for the child.  
A sense of meaning and purpose was also identified by occupational 
therapists as important to child engagement. Harnessing a sense of meaning and 
purpose in the current study involved therapists providing a facilitating environment 
in which the child experienced meaningful choice, control, fun and excitement. The 
profession of occupational therapy has historically placed high value on provision of 
occupation‐centred interventions that are personally meaningful to the client (Ziviani, 
2015).  Fun, novelty, autonomy support and meaningful goal pursuit were found to 
influence therapy outcomes of children with unilateral hemiplegia involved in 
constraint induced therapy (Gilmore et al., 2010; Miller et al., 2016). The findings of 
this study add to the growing evidence that autonomy-supportive strategies (e.g. 
using the child’s interests, individually tailoring the intervention, providing novelty fun 
and choice making) help child engagement in therapy (Gilmore et al., 2010; Levac, 
2016; Meyns et al., 2018; Miller et al., 2016; Ziviani, 2015). 
Therapeutic use of self and the way the therapist interacted with the child was 
another engagement strategy frequently identified by occupational therapists. 
Therapeutic use of self has recently been defined as “the intentional, planned use of 
personal behaviours, insight, perception, judgement, skill and knowledge to optimize 
our working alliance with our clients and enable change” (Polatajko et al., 2015, p. 
82). In the current study, therapists described therapeutic use of self as the way they 
adapted their voice, body language and positioning in order to optimize child 
engagement. Regardless of the intervention itself, it is the therapist who delivers the 
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intervention and uses his/her personal behaviours and ingredients. The process of 
adapting and transforming oneself to meet the necessities for the client-therapist 
relationship is a significant practitioner skill which involves being authentic, empathic, 
reflective (understanding oneself and adapting oneself based on other’s needs), 
collaborating with clients and enabling clients to make meaningful occupational 
change (Polatajko et al., 2015). Therapeutic use of self has been considered a 
mechanism to facilitate optimal experience and achieve outcomes of occupational 
therapy practice (Solman & Clouston, 2016). To date, current empirical literature 
consistently references therapeutic use of self in occupational therapy practice.  
However, there is a paucity of research on therapeutic use of self and the concept 
remains an elusive aspect of practice (Solman & Clouston, 2016). The literature calls 
for more existential research to bridge the gap between a theoretical understanding 
of therapeutic use of self and its practical understanding (Solman & Clouston, 2016), 
which in turn will inform its use to engage children in occupational therapy.  
Implications for practice 
This research offers insights regarding how therapists attune their intervention 
approaches to optimise child engagement in therapy. The strategies used to engage 
children in therapy identified by occupational therapists in the current study are 
aligned to seminal concepts established in occupational therapy literature 
(therapeutic relationship, therapeutic use of self and the just right challenge). Before 
this study these concepts had yet to be clearly defined and operationalised in 
relation to child engagement in occupational therapy.  
The strategies identified by occupational therapists can also be interpreted 
through an SDT lens (Ryan & Deci, 2017). The study of motivation and what 
facilitates volitional engagement has reinforced the importance of interest (intrinsic 
motivation) and value (internalised motivation) in therapy (Poulsen et al., 2013). 
Engagement strategies that occupational therapists use can be autonomy supportive 
(e.g. ensuring meaning and purpose); relatedness supportive (e.g. helping the child 
feel safe); and competence supportive (helping the child experience success) (Ryan 
& Deci, 2017).  
Limitations and future research 
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This study focused solely on gaining occupational therapist perspectives 
about child engagement in therapy. Therapists can only infer what a child is actually 
thinking and feeling in a therapy session. Further research is therefore required to 
explore engagement from the perspectives of children, young people and their 
caregivers.  
The paucity of scientific research regarding child engagement and 
disengagement within the occupational therapy literature was a key driver for this 
research (Lawlor, 2012). Further investigation of child engagement strategies used 
by occupational therapist would also benefit this area of research and practice. 
Information gained from this research has potential to shape, inform and increase 
the quality of innovative and more established therapy approaches. 
Conclusion 
The aim of this study was to understand child engagement from the 
perspectives of occupational therapists and how they influence engagement in a 
range of practice settings. Therapists perceived children to demonstrate an affective 
state (e.g. feeling safe and golden moments of flow), cognitive state (e.g. a sense of 
meaning and purpose) and behavioural state (e.g. child-therapist shared interaction) 
of child engagement in therapy. Helping the child feel safe within the relationship; 
safety and success in the activity; and provision of meaningful experiences were 
foundational to the way occupational therapists facilitated child engagement in 
therapy. Future research that places emphases on child and parent perspectives has 
potential to gain further understanding of the state and process of child engagement 
in occupational therapy. 
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8.4 Summary and conclusions 
The aim of this paper was to explore child engagement in occupational 
therapy and the influences on child engagement from the perspectives of 
occupational therapists working in a range of clinical settings. Occupational 
therapists highlighted the importance of child engagement in relation to therapy 
outcomes and communicated that they highly valued and constantly aimed to 
support child engagement in therapy. Factors for consideration were as follows: 
i. The state of child engagement in occupational therapy practice can 
represent an affective state (e.g. feeling safe and “golden moments of 
flow”), a cognitive state (e.g. a sense of meaning and purpose) and a 
behavioural state (e.g. child-therapist interaction).  
ii. The process by which occupational therapists engage children involves 
helping the child feel a sense of safety within the child-therapist 
relationship, success in the activity and meaning and purpose in therapy.   
iii. There are a number of service and therapist factors that influence child 
engagement in therapy that need to be considered. The nature of the 
service or setting and the therapist’s characteristics were specific aspects 
that had an impact on the child’s engagement. 
iv. The tenets of Self-Determination Theory reflect the strategies identified by 
occupational therapists in this paper and can guide occupational therapists 
regarding the child engagement strategies that they employ. Specifically 
these are autonomy supportive (providing a sense of meaning and 
purpose), relatedness supportive (helping the child feel safe), and 
competence supportive (helping the child feel success) strategies.  
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9.2 Introduction 
This chapter comprises the paper titled “Strategies occupational therapists 
use to engage children and parents in therapy”. Occupational therapists have relied 
on their tacit knowledge to inform their engagement practices when working with 
children and parents. While child and parent engagement strategies in occupational 
therapy have been outlined in previous research (D'Arrigo, under review-a, under 
review-b), this literature is restricted to therapist perspectives. Experienced 
occupational therapists may have embodied engagement practices that cannot be 
gained from interviews alone. In order to identify the strategies occupational 
therapists use to engage the child and parent in therapy, further research into what 
they actually do in context (a therapy session) is required. The aim of this paper is to 
understand and explore strategies occupational therapists are observed to be using 
that optimise child and parent engagement when delivering interventions in a therapy 
session. 
9.3 Paper 5: “Strategies occupational therapists use to engage children and 
parents in therapy” 
This paper is being prepared for submission to the journal Disability and 
Rehabilitation.  
Abstract 
Background: Occupational therapists currently rely on tacit knowledge to 
inform the strategies they use to engage children and parents in a therapy session. 
Objective: To identify strategies occupational therapists use in a therapy session to 
engage children and parents. Methods: A qualitative approach was employed using 
interpretive description methodology. This involved seven therapy session 
observations with six occupational therapists (involving child, parent and therapist) 
and a key informant interview with the therapist after each session. Thematic 
analysis was undertaken. Results: Two themes emerged. (1) ‘Engaging the child’ 
included: ‘building a connection’; ‘attending to feelings’, ‘thoughts and behaviours’; 
‘structuring or designing the session’; ‘giving choice and valuing the child’s input’; 
‘use of self’; ‘helping the child feel success’; and’ helping the child understand and 
explore’. (2) ‘Engaging the parent’ included: ‘connecting’; ‘listening’, ‘explaining’, 
‘demonstrating and discussing’; ‘including the parent and valuing their input’; and 
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‘collaborating’. Conclusions: Self-Determination Theory (SDT; Ryan & Deci, 2017) 
can be used to explain the strategies occupational therapists use to engage children 
and parents in a therapy session.  Therapist attunement and responsiveness to the 
child as well as collaboration with the parent were strategies that represented all 
aspects of SDT. 
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Introduction 
The strategies occupational therapists use to engage children in the delivery 
of services has been referred to by expert therapists as being “embodied” within their 
practice (Copley et al., 2008, p. 111). Therapy engagement has been defined as ‘a 
multifaceted state of motivational commitment or investment in the client role over 
the treatment process’ (King et al., 2017, p. 4) and comprises affective, cognitive and 
behavioural components (King et al., 2014). Within the context of paediatric 
occupational therapy practice, clients include children or parents, who receive direct 
intervention, either separately or conjointly. 
Occupational therapists have relied heavily on their own clinical expertise and 
judgement in developing engagement practices for their unique practice setting, 
rather than published research. It is generally understood that experienced 
occupational therapists can use tacit and embodied strategies, informed by learned 
clinical experience, to engage the child and parent in therapy (Kinsella, 2018). 
Embodiment refers to how the body is intertwined with the mind and reflects the idea 
that the body has a role in thinking, perceptions, sensations and practices (Kinsella, 
2018). One is often not aware that embodied practices are used. An understanding 
of this embodied reasoning or actions used to engage a child and parent in a therapy 
session can add value to research in this area. 
Seminal approaches occupational therapy literature have recently been 
proposed as strategies to enhance child and parent engagement (D'Arrigo, under 
review-a, under review-b). The importance of developing a therapeutic relationship is 
well recognised in occupational therapy clinical practice as a means of enhancing 
patient outcomes (Taylor, 2008). Other practices such as the ‘just right challenge’ 
(where activity difficulty levels match child’s capability) (where activity difficulty levels 
match child’s capability; Ayres & Robbins, 2005); and therapeutic use of self, which 
involves therapist efforts to enhance the therapeutic encounter (Punwar & Peloquin, 
2000) are frequently referred to in the literature as a way of enhancing engagement 
(Copley et al., 2008; Ziviani, 2015).  
In occupational therapy literature and practice, therapeutic use of self is 
regularly referred to and defined as the therapists “use of his or her personality, 
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insights, perceptions and judgements as part of the therapeutic process” (Punwar & 
Peloquin, 2000, p.285). Occupational therapists are taught therapeutic use of self to 
support a client’s ideal involvement, develop a therapeutic relationship and achieve 
their therapeutic goals (Turpin & Copley, 2018). Recent research on therapeutic use 
of self by Solman and Clouston (2016) noted that there was limited research that 
links existential research, theoretical and practical understanding of therapeutic use 
of self in occupational therapy. A more recent qualitative research article on child 
engagement in occupational therapy found that occupational therapists reported that 
they use therapeutic use of self to engage the child in intervention by modifying their 
interactions (D’Arrigo et al. under review). More existential and observational 
research would enhance understanding of the role therapeutic use of self has in child 
and parent engagement in an occupational therapy session.    
Recent research on child and parent engagement in occupational therapy has 
highlighted potential engagement strategies (D'Arrigo, under review-a, under review-
b). D'Arrigo (under review-a, under review-b) used focus groups and interviews to 
gain occupational therapy perspectives on child and parent engagement. Therapists 
also discussed how being flexible and responsive to the child’s needs was important 
in facilitating child engagement (D'Arrigo, under review-a). Therapists reported that it 
was important to be responsive and attuned to parent concerns and preferences, 
and adapt the session accordingly (D'Arrigo, under review-b). The strength of the 
parent-therapist relationship was also identified by occupational therapists as the 
cornerstone of engaging parents in interventions with their children (D'Arrigo, under 
review-b). When working with children, a related but slightly different aspect of the 
therapeutic relationship was reported as helping the child feel safe within the 
relationship and the environment in order to engage them in therapy (D'Arrigo et al., 
2016).  
A study on the engagement of children (aged 8-18 years) with unilateral 
cerebral palsy in a home-based interactive program has also identified some 
strategies to facilitate child engagement. This study gained child and caregiver 
perspectives through interviews. James et al. (James et al., 2015) found that factors 
that influenced engagement varied for each child and was dependent on the child’s 
level of understanding, skills, motivation and support from therapists. It was 
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important for the therapist to tailor strategies to the individual child (e.g. need for 
extrinsic rewards) to sustain the child and families engagement in the home-based 
computer program (James et al., 2015).  
Strategies of engagement for youth (aged 14-21 years) with physical disability 
have also been explored in paediatric rehabilitation. (Smart et al., 2016). Smart et al. 
(Smart et al., 2016) conducted a qualitative study exploring strategies service 
providers used to enhance youth engagement in a life skills program. The life skills 
programs was run by life skills coaches, recreational therapists and occupational 
therapists (Smart et al., 2016). Youth perspectives were gained through interviews. 
Smart et al. (Smart et al., 2016) categorised engagement strategies described by 
youth as affective in nature (e.g. building relationships and using preferences or 
strengths); cognitive in nature (e.g. helping youth become aware of their goal 
progress) and behavioural in nature (e.g. providing opportunities for decision making 
and helping youth demonstrate their capabilities). These strategies can inform our 
understanding of child and parent engagement strategies used in occupational 
therapy. 
Recent research identifying strategies for child and parent engagement in 
occupational therapy are predominantly based on perspectives (D'Arrigo, under 
review-a, under review-b; James et al., 2015). Whilst this research provides insights 
into therapists’ perceptions of how they engage children, it did not include direct 
observations of therapists engaging children in practice. What occupational 
therapists, particularly those who are experts, actually do in a therapy session to 
engage the child and parent remains elusive in the literature. Other strategies of 
engagement are potentially embodied by experienced therapists. More research is 
required to see what occupational therapists actually do in the context of a therapy 
session to engage the child and the parent.  
Methodology 
Research design 
This study used a qualitative research design and interpretive description 
research methodology (Thorne, 2016). Interpretive description is designed around a 
contextual framework to answer a clinical question. Interpretive description involves 
focusing on a homogenous group and finding data through clinical knowledge. This 
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was achieved by observing and gathering perspectives from a homogenous group 
(occupational therapists working with children and families) to understand the tacit 
and implicit nature of engagement. Interpretive description was chosen to interpret, 
construct and make sense of occupational therapy engagement practices when 
working with children and families. Direct observation and interviews with 
occupational therapists were used to answer the research questions: ‘How do 
engagement strategies manifest when working with children and parents in 
occupational therapy?’. This study was carried out in Brisbane, Australia and 
approved by Human Research Ethics Committees in Queensland, Australia by The 
University of Queensland (2012001411) and Children’s Health Queensland 
(HREC/16/QRCH/321).  
Participants and recruitment  
Six occupational therapists and their clients (children, n=6 and parents, n=6) 
participated in the study. Purposive sampling was used to recruit occupational 
therapists with more than five years’ experience working with children and parents in 
therapy. Experienced therapists are more likely to use embodied practices (Kinsella, 
2018). Experienced occupational therapists were recruited to this study to enable the 
observation of embodied actions in a therapy session and to draw on these 
observations when reflecting with therapists during the interviews. Occupational 
therapists were recruited from a range of settings including hospital (2); private 
practice (4) and community health (1). Therapists were invited to be observed in a 
therapy session more than once to allow the researcher to observe a range of 
engagement behaviours. However, only one participant triad (therapist, child and 
parent) were available to be observed and interviewed a second time. Seven therapy 
observations and interviews were conducted. 
Information about the research project was distributed to occupational 
therapists through emails or meetings. Some occupational therapists had 
participated in a previous study on engagement which involved gaining their 
perspectives through focus groups and/or interviews (D'Arrigo, under review-a, 
under review-b). These occupational therapists were invited to participate in the 
current study. Therapists invited a child and parent of their choice to be observed 
and video recorded in the therapy session. Occupational therapists and parents 
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provided informed consent. All therapists were female, with an average age of 38.50 
years (SD=4.79) and experience of 16.42 years (SD=4.71). Occupational therapists 
worked with children from 0-18 years and their families.  
Five mothers and one father were involved in the therapy sessions that were 
observed. The age of children who participated in the study ranged from two to seven 
years. Diagnoses included Autism Spectrum Disorder, Acquired Brain Injury (ABI), 
anxiety, unilateral hemiparesis, Attention Deficit Hyperactivity Disorder and Speech 
and Language Disorder. One child did not have a diagnosis at the time of the 
therapy observation. Occupational therapists worked with families to achieve goals in 
the areas of play and social skills; developing skills for primary school; emotional- 
and self-regulation; attention and focus; motor skills; and behaviour support.  
Data collection 
Therapy observations 
Occupational therapist-child-parent triads were observed and videotaped by 
the lead researcher. Therapy sessions ranged from 30 to 60 minutes. For two 
therapists, it was their second time seeing the child and parent. Three therapists had 
been seeing the child and parent regularly for 1-3 months prior to the observation. 
One therapist had been seeing the child for 8 months at the time of the first 
observation and for more than a year at the second observation. The researcher 
observed from within the therapy room sitting in on the session. Field notes were 
recorded by the researcher during the observation to document the researcher’s 
perceptions about therapist behaviours that promoted engagement within the 
session. Further detailed field notes were added by the researcher while viewing the 
video recordings after the therapy session. These field notes were used to generate 
questions for the key informant interview. 
In order to minimise the impact of the researcher being in the therapy session 
the researcher introduced herself to the child and parent before the session. She 
explained to the child and parent that she was “making a movie” about their therapist 
and that the child should try to pretend that the researcher wasn’t there. The 
researcher would place the camera and position herself in an area that was not 
intruding on the therapy session and out of their direct sight of vision. The researcher 
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observed the therapy session looking through the video to avoid catching the child or 
parent’s eye and remained quiet throughout the session.  
Key informant interview  
A key informant interview was conducted with each therapist following the 
therapy session. The questions for each interview guide varied because they made 
reference to the specific activities and events in each session, but used similar stems 
for sentences. A key informant is an individual who possesses specialist knowledge 
and is willing to share this knowledge, experience and skills with the researcher 
(Gilchrist & Williams, 1999). This type of interview provides information through 
formal interviewing and informal verbal interchanges and conversations (Gilchrist & 
Williams, 1999). Therapists were asked questions about specific therapy actions or 
behaviours observed in the therapy session. Stimulated recall (Huang, 2014) was 
used to provide participants the opportunity to watch sections of the video in order to 
help recall behaviours, answer questions and provide further perspectives. 
Stimulated recall allows participants to relive the situation with accuracy, allowing 
them to provide comments that truly respond to the research question (Huang, 
2014). The lead researcher undertook written reflections (to encourage immersion in 
the data) after each therapy session observation/key informant interview and after 
reviewing the video recording. Interviews were transcribed verbatim and field notes 
were transferred into a word document and added to the data set.  
Data analysis 
Inductive thematic analysis was undertaken (Braun & Clarke, 2006). The lead 
researcher (RD) and second member of the research team (JC) independently read 
10% of the interview transcripts and field notes and developed a coding strategy. 
After discussing similarities and differences, a common set of codes was agreed 
upon. RD and a third member of the research team (AP) then tested this coding 
strategy on a further 10% of transcripts and field notes, and the coding strategy was 
modified to reflect this data. RD used this modified coding strategy to code the 
remaining data. All three researchers met again to review and adjust the coding 
strategy after the first author reviewed 50% of the data and after 100% of the data. 
The first author recoded sections of the data to align with the final coding strategy. 
Codes were grouped together by RD to form themes. For example, codes that 
Rachel D’Arrigo – Chapter Nine 
 
248 
  
involved engaging the child, such as ‘helping the child feel success’, were 
categorised under the theme ‘engaging the child’. Codes that involved engaging the 
parent, such as ‘connecting with the parent’, were categorised under the theme 
‘engaging the parent’. All three researchers reviewed the themes and the 
categorisation of codes. Having three researchers engaged in the analysis process 
allowed challenging of each other’s perceptions of the data until consensus was 
reached. 
Iterations of the coding and analysis process were recorded in a word 
document. Member checking was undertaken, whereby occupational therapist 
participants were sent a description of the themes. Participants were asked if the 
themes did or did not reflect their experiences/perceptions. Of the six participants, 
five responded, confirming the themes and agreeing with the interpretation of 
findings.  
Results 
Therapist behaviours and their perceived strategies for engaging children and 
parents in a therapy session were represented by two themes: ‘Engaging the child’ 
and ‘Engaging the parent’. Where quotes are included, participant names have 
been replaced by pseudonyms.  
Throughout the interviews, some therapists reflected upon their tacit 
understanding of engagement and how it was embodied in their actions, but rarely 
discussed or articulated in practice. Several therapists noted that these were not 
conscious of specific actions or practices that they used to influence child and parent 
engagement. Rather, they reflected that they had developed engagement practices 
over time that had not necessarily been taught to them, and of which they were not 
consciously aware. “I think that is just how I have evolved working... That is kind of 
natural to me…I never really thought about it” (Angel, 20 years of experience, private 
practice). 
Theme One: Engaging the child 
This theme outlined strategies occupational therapists used in therapy 
sessions to engage the child. These strategies fell within the following six 
subthemes: ‘start by building a connection’; ‘I’m listening: attending to child feelings, 
Rachel D’Arrigo – Chapter Nine 
 
249 
  
thoughts and behaviours to deepen the connection’; ‘structuring or designing the 
session or the activity’; ‘giving the child choice and valuing the child’s input’; ‘use of 
self’; ‘helping the child feel success’; and ‘helping the child understand, explore and 
discover’. Table 9.1 provides a summary of the strategies outlined in each subtheme. 
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Table 9.1 
 
Strategies used by Occupational Therapists to Engage a Child in a Therapy Session 
I’m listening: 
attending to 
child feelings, 
thoughts and 
behaviours to 
deepen the 
connection 
Be alert to, read, acknowledge and attend to child feelings 
thoughts and behaviours 
Listen, watch and respond to the child 
Moderate your interaction accordingly 
Name, label or acknowledge child thoughts, behaviours and 
expression of feelings 
Suggest, hint or lead child to discover the answer of  find the 
words or actions to communicate and interact 
Be genuine 
Structuring or 
designing the 
session or the 
activity 
Provide purpose for doing a task (e.g. writing a name for a sign) 
Use child interests 
Refer to child’s context where possible (e.g. home/school/Kindy) 
Facilitate positive experiences, fun and humour 
Incorporate singing and music 
Embed interventions in play, games, challenge, discovery or 
experimentation 
Use novel materials or equipment (e.g. stickers) 
Use sensory strategies as required 
Giving the child 
choice and 
valuing the 
child’s input 
Ensure there is a balance between child choice and control and 
working toward therapy goals  
Provide the child with choice and control 
Follow the child’s lead 
Let the child guide the task 
Use or incorporate child ideas 
Use child chosen language or strategies 
Use child’s interests 
Use non-directive questioning  (e.g. I wonder, shall we) 
Manage the child’s expectations by: 
Explaining the activity 
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Visual schedules 
Outlining when they will be doing their preferred activity 
Establishing therapist and child rules 
Use of self Modify your body and interaction in response to the child’s cues: 
Body position (e.g. crouching) 
Voice (e.g tone, pace, volume) 
Gestures (e.g. smiling, high- five) 
Enthusiasm and excitement 
Slowing, calming, speaking softly or whispering 
Playful or curious attitude 
Helping the child 
feel success 
Adapt and scaffold the task 
Increase or reduce the amount of demonstration 
Physical facilitation 
Visual cues (songs, rhymes, analogies) 
Visual cues or demonstration 
Add or fade out assistance as required 
Adapt task to avoid failure 
Start the task and allow child to finish 
Avoid putting pressure on the child 
Negotiate which part of the task the child will complete and 
which part the therapist will complete 
Counting down to monitor progress 
Ensure end product looks like desired outcome 
Provide extra assistance if it looks like they cannot complete the 
activity 
Strengths based approach 
Celebrate success and praise 
Helping the child 
understand, 
explore and 
discover 
Help child problem solve and find the solution 
Guide the child 
Use of open and closed questions 
Provide suggestions 
Let the child learn from mistakes or actions 
Highlight outcomes rather than making corrections 
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Start by building a connection 
Therapists endeavoured to ensure that the child felt comfortable at the outset 
of therapy and they felt that this encouraged child engagement. Providing 
information to help the child know what to expect and getting to know each other 
were seen as pre-requisites for the child feeling comfortable. “Starting slow” (Angel) 
and starting the session with a fun activity helped the child settle into the room. 
Therapists often focused on identifying the child’s current interests and selected 
activities which matched these preferences to build a connection.  
I’m listening: Attending to child feelings, thoughts and behaviours to 
deepen the connection 
In order to engage the child, therapists were vigilant and alert to child feelings, 
thoughts and behaviours. Listening, watching and responding to these signs of 
engagement in an iterative, back and forth rhythm helped deepen the child-therapist 
connection. Some therapists referred to this as a dance, ‘It feels like a bit of a dance’ 
(Katrina). 
I try for an activity, see how he goes and then I moderate how I 
interact… I was going to say dance…It is a lot of see what happens. 
I have a bit of an idea, mum responds, he responds and then we go 
backwards and forwards and I would hopefully moderate things. 
(Angel, 20 years of experience, private practice) 
Naming, labelling and acknowledging the child’s thoughts and behaviours, as 
well as encouraging expression of feelings were specific strategies therapists used 
to enhance two-way communication engagement. This was particularly important for 
children who had expressive and receptive language difficulties, but was also useful 
for children with developmental and behavioural difficulties. One therapist explained 
how she wanted the child to know he was “heard” and “understood” (Angel, 20 years 
of experience, private practice). 
 I don’t know what he’s thinking in his head so I’m just kind of putting 
it out there to engage [him]. So I’m trying to be, non-judgmental and 
non-directive. I’m just commenting on “oh, you’re making this” or 
“you’re doing that” and “oh, this went here, oh that’s a good idea” or 
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“that’s your plan”. I’m kind of trying to put myself in his shoes. 
Especially when he doesn’t have the language. [I] form the words 
with what he might be thinking or what he might be doing. (Angel, 20 
years of experience, private practice) 
In some instances, therapists were observed to shape the child’s interaction 
or actions through this two-way communication. Therapists would suggest, hint or 
lead the child to discover the answer. When therapists were asked about this, they 
reported that they were helping the child find the words or actions to communicate 
and interact.  
Therapist continued to help child, “We have some beautiful flower 
biscuits and some lovely…”. Child said “Lollipop”. Therapist 
celebrated “Lolly pops”! (Field note: Angel, 20 years of experience, 
private practice- therapeutic play for social skills) 
Acknowledging and attending to child thoughts, feelings and behaviours was 
seen as a way of conveying a genuine interest in the child. The therapist-child 
connection was strengthened through these actions. 
I'm hoping that it helps her build rapport with me, that I understand 
where she's at …So I'm hoping that she can trust me more. I'm 
going to read her signs, I'm listening and then I hope she'll be more 
easily engaged … I'm hoping that I can build that trust and that will 
help with her engagement. (Katrina, 20 years of experience, 
hospital) 
Structuring and designing the session or activity 
Therapists provided activities and an environment where active, constructive, 
intentional and authentic participation promoted engagement. For example, making 
cookies to eat; making a sign for a pretend bakery; making a fish to play in the sea 
were reasons for the child to engage in a particular task.  
He needs to see the point of it. Just practising writing his name, 
what’s the point of it? But if you can show kids…why do we write, to 
put it on a sign on a shop. Ordering the menu or filling out a form or 
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writing a letter and putting it in the mailbox…What’s the point of 
writing your name? [laughs]. (Angel, 20 years of experience, private 
practice) 
Therapists used contextual information about child interests, and their social 
and cultural background to enhance the intervention (e.g. cutting at Kindy). 
Structuring the session to include positive experiences, fun and humour was pivotal 
to engagement. Singing, music, embedding interventions in play, and therapeutic 
play, made therapy fun and helped engage children.  
One of the big things for me, particularly with young ones like John 
is, I don't want it to feel like work. It should feel like play. It should 
feel very casual and relaxed. (Jillie, 8 years of experience, private 
practice) 
They sang, “mix, mix, mix, mix, mix”. Therapist asked if the child had 
a mixing song. Child started singing, “paddy cake paddy cake, bake 
me a cake”. Therapist joined in, “bake me a cake as fast as you 
can”. (Field note: Tess, 12 years of experience, hospital- making 
cookies) 
The way therapists presented the activity also influenced the child’s 
engagement. Novel materials or equipment (e.g. stickers) were used to capture the 
child’s attention and help them transition to the next task. Use of sensory strategies 
(tools to fidget with) or exercises (ball game while discussing emotions) were used to 
meet the child’s sensory needs, and were also embedded in interventions to help the 
child engage. Some therapists embedded the intervention within games, challenge, 
discovery or experimentation.  
[Child finished cutting out snake]. Child then said “he wants to go 
back home” and therapist repeated “he wants to go back 
home”.Therapist said, “I have a very special home under the table”. 
Child then got off his chair and looked under the table. Therapist 
said, “You won’t believe where his home is”. Therapist then laid 
down on the floor and looked under the table, “I put his home under 
the table today! You have to look under”, and pointed. Child followed 
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therapist [to glue picture of snake under table]. (Field note: Angel, 20 
years of experience, private practice-cutting and gluing activity) 
Giving the child control and valuing the child’s input 
Giving the child “choice and control” (Jillie, 8 years of experience, private 
practice) was a strategy therapists used in therapy sessions to engage the child. 
Therapists followed the child’s lead and let the child guide the task. Therapists would 
ask for the child’s ideas and use these ideas in therapy to help them “feel valued” 
(Maria, 18.5 years of experience, private practice) and the “source of expertise” 
(Maria, 18.5 years of experience, private practice). Therapists included child-chosen 
language or strategies (e.g. “Mr Righty” [referring to the child’s hemiplegic hand], 
Tess ,12 years of experience, hospital) to recall desired actions. 
Therapists facilitated child choice and control by either pre-organising 
activities to reflect the child’s interests or creatively incorporating the child interests 
into the session as it progressed. One therapist included a toy troll figurine that the 
child had brought along to therapy within a cutting activity.  
At the end of the day…one of our goals is around cutting. As to what 
the activity looked like, I was very, very happy for him to guide that. 
He was fascinated by trolls that day (laughs). So we used it as a 
great opportunity …to match his interest to what we needed to do, to 
achieve the goal. (Jillie, 8 years of experience, private practice) 
Therapists used skilful questioning to help the child feel in control and diffuse 
the power differential between the child and the therapist. Phrases such as “I 
wonder…” and “Shall we…?”(Jillie, 8 years of experience, private practice) were 
used to suggest an idea or activity, rather than using a more directive manner. One 
therapist called the child “Mr John” (Field note: Jillie, 8 years of experience, private 
practice) and would ask the child for help “I need some help” (Field note: Jillie, 8 
years of experience, private practice).  
Managing the child’s expectations in the therapy session was another aspect 
of maintaining child engagement. Therapists explained the activity, helped the child 
anticipate what was next by using visual schedules and let the child know when they 
would be doing their preferred activity. One therapist reported that both the therapist 
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and child had rules that each of them had to follow. Therapists also reported the 
importance of ensuring that there was a balance between child choice and control 
and working towards therapy goals. “It’s a fine balance between letting her have 
some control and still having expectations” (Tess, 12 years of experience, hospital).  
Use of Self  
Use of self or “therapeutic use of self” (Jillie, 8 years of experience, private 
practice) was consistently referred to as a way of engaging children in therapy. The 
therapist’s use of their body and interaction was dynamic and depended on the 
child’s cues and responses. Physical actions, such as the therapist modifying their 
body position (e.g. crouching down low or at the child’s level), voice (e.g. tone, 
volume, pace) and gestures (e.g. smiling and using a “high-five”) were used to 
increase child engagement. Interacting with enthusiasm and excitement at times, or 
slowing down the pace of the interaction by becoming calm, speaking softly or 
whispering at other times, also helped engage the child. Displaying a playful or 
curious attitude were powerful means of engaging the child. 
Therapeutic use of self… I am enthusiastic about the activity and 
that generally rubs off on the kids as well. …Some kids might 
respond better to a quiet sort of approach, whereas Ella responds 
well to [a] louder, really playful [and] exuberant [approach]. (Tess, 12 
years of experience, hospital) 
Helping the child feel success 
A range of strategies were used to facilitate child success in therapy. One 
strategy included adapting and scaffolding the task to help the child achieve their 
goals. To help the child complete an activity, the therapist increased or reduced the 
amount of demonstration given and provided physical facilitation (e.g. hand over 
hand assistance), verbal cues (e.g. songs, rhymes, analogies) and/or visual cues 
(e.g. dots to join for drawing). Therapists carefully observed the child during each 
task and added or faded out assistance depending on how the child was managing.   
I’m doing that to give her that success. I’m scaffolding. I’m there to 
help support her through the activity so that she’s mastered it so that 
she’s got the end product. (Tess, 12 years of experience, hospital) 
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To prevent disengagement, some therapists would pre-emptively adapt task 
requirements to prevent failure. One therapist described how she would use a 
“backward chaining” (Angel) approach where she started the activity and let the child 
finish it to help him feel success. Therapists were careful to not put any pressure on 
the child if they were not achieving.  “I’ll just leave it for a bit because if she's 
pressured she’ll just box [shut down]” (Katrina, 20 years of experience, hospital). 
Negotiation was used with children, particularly regarding how much of the 
task/activity the child would complete, to  provide challenge but avoid failure, “Let’s 
do five with righty (right hand) and five with lefty (left hand)” (Field note: Tess- 
making cookies with a child with unilateral hemiplegia). Counting down was used to 
progress the child through the task and encourage completion (e.g. counting through 
how many throws of the ball were left). Therapists ensured that the end product of 
the activity approximated the desired outcome (e.g. mixing the cookie batter 
properly). They compensated and provided extra assistance to the child if it 
appeared they might not be able to complete the activity. 
Child celebrated “I am finished”. Therapist laughed and asked if 
therapist could have a little go at mixing. Child said yes and therapist 
quickly mixed the batter properly. (Field note: Tess, 12 years of 
experience, hospital-making cookies) 
A strengths-based approach was used in therapy sessions, where therapists 
highlighted the child’s strengths prior to discussing or working on areas of difficulty. 
Some therapists reported that they organised separate discussion sessions with the 
parent to avoid the child hearing negative reports about themselves. Throughout the 
session, therapists encouraged the child, celebrated successes directly with the child 
and parent and positively reinforced desired behaviours.  
Helping the child understand, explore and discover 
In most therapy sessions the therapist facilitated the child’s understanding 
and exploration to problem solve and find a solution. The therapist talked the child 
through the problem, explored the child’s perspective and possible approaches, 
before guiding the child to consider an achievable solution. A combination of open 
and closed questions and suggestions were used. Therapists let the child learn from 
their actions or mistakes, highlighting the outcomes, rather than making corrections.  
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So, it's giving them the skills to be able to problem solve and work 
things out for themselves and also empowering the child to know, 
“hey, if I can do this for myself, I’ve got a way, if I can stop, if I can 
think.”(Donna, 20 years of experience, community) 
Theme Two: Engaging the parent  
This theme outlined occupational therapy strategies used to engage the parent in the 
therapy session. Strategies fell within the following four subthemes: connecting with 
the parent; listening, explaining, demonstrating and discussing; they’re part of the 
team: including the parent in the session and valuing their input; and collaborating. 
Table 9.2 provides a summary of the strategies outlined in each subtheme.
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Table 9.2 
 
Strategies occupational therapists use to engage the parent in a therapy session 
Connecting with the 
parent 
Show you understand 
Be non-judgemental 
Perceive the parent as the expert 
Show belief in the parent’s ability to assist the child 
Share moments of interactions (eye contact, smiling, 
jokes, thumbs up) 
Listening, explaining, 
demonstrating and 
discussing 
Start of session 
- Review goals 
- Check in 
- Identify any new concerns 
Throughout the session 
- Check parent understanding 
- Explain the purpose of activities 
- Comment on skills demonstrated by the child 
- Modelling for/to parent 
- Provide feedback on child progress or parent 
performance 
Debriefing with the parent at the end 
- Discuss child progress 
- Review goals 
- Write home program together 
- Collaboratively identify tasks to try at home 
- Provide some resources to practice with at home 
They’re part of the 
team: including the 
parent in the session 
and valuing their input 
Strategies used to engage both the child and the parent 
- Work together on an activity, explore together, 
anticipate together 
- Provide gentle encouragement of parental 
assistance 
- Give parent and explicit role 
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- Use parent suggestions, ideas 
- Encourage parent playfulness 
- Facilitate child and parent 
interaction/relationship 
- Have parent and child sit next to each other, 
rather than sitting between them 
Collaborating Work together to identify possible solutions and 
strategies 
Be flexible with concerns, preferences, feelings 
Adapt therapy session, intervention plan or home 
strategies according to parent needs 
Together, review activities practiced at home 
Problem solve why a strategy was or wasn’t working, 
how to make it work and the resources needed 
Work together to determine how to integrate strategies 
into family routine 
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Connecting with the parent 
Therapists aimed to build a strong connection and a trusting relationship with 
the parent. In order to do this, they showed understanding and non-judgemental 
acceptance, to ensure that parents did not feel threatened. Therapists perceived the 
parent as the expert in understanding their child and intentionally demonstrated 
belief in the parent’s ability to assist the child, particularly when the child was having 
difficulty.  
Feeling like I understand that there's a sense of connection there. 
There's no judgement or anything…. I am referring to him as the 
expert ... in how to manage his daughter's behaviour. So he's 
learning from me, but I am also acknowledging in a genuine way 
that he has managed 45,000 of those [meltdowns] not the three that 
I've managed. I refer to him as the expert but I'm there for support 
as a resource to him. He's feeling valued. (Katrina, 20 years of 
experience, hospital) 
Shared moments of interaction (e.g. the therapist catching the parent’s eye; 
giving the parent the “thumbs up”, making eye contact or sharing a smile/joke, 
having positive experiences/interactions with the parent) helped build parent-
therapist connections.  
Therapist mouthed to parent something that looked like, “Good 
work” and gave her the thumbs up. They both share a smile then 
look back down at the child. (Field note: Angel, 20 years of 
experience, private practice) 
Listening, explaining, demonstrating and discussing 
At the start of the therapy session, therapists would review goals and check in 
with the parent, to see if there was anything of concern from prior sessions to inform 
the current one. At different points of the session, the therapist checked the parent’s 
understanding, explained the purpose or rationale of activities and commented on 
the skills demonstrated by the child. This also involved modelling for/to the parent 
(e.g. talking through scenarios or role plays). Therapists also provided feedback on 
the child’s progress or parent’s performance.  
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Debriefing with the parent at the end of the session was a common strategy 
used by therapists. The therapist and parent reviewed activities completed in the 
session and the child’s progress towards self-identified goals. Some therapists wrote 
a home program with the parent that included goals and tasks they agreed to try at 
home. One therapist reported that they would supply the parent with resources 
similar to those used in the therapy session to assist them to carry out activities at 
home.  
They’re part of the team: Including the parent in the session and valuing 
their input 
In some sessions, therapists used strategies to engage both the child and the 
parent, rather than using separate approaches for each. The child, parent and 
therapist worked together on the activity, explored together and anticipated together. 
There is no sitting on the side line. It is not me doing that old school, 
“I am doing therapy to your child”. It’s kind of like we are all in this 
together. (Angel, 20 years of experience, private practice) 
Including the parent in the therapy session was a way of simultaneously engaging 
both the child and parent. Providing “gentle” (Katrina, 20 years of experience, 
hospital) encouragement of parental involvement in the activity occurred through 
direct and indirect therapist-facilitated means. “I still do a lot of that indirect. I’ll get 
him [the child] to ask mum. Give that to mum. Do that for mum... ‘Would mum like a 
turn, what would mum like to be?’” (Angel, 20 years of experience, private practice). 
 
Giving the parent an explicit role within the therapy session facilitated the 
parent’s active engagement. 
Therapist handed child bag and said to child, “You say, mum would 
you like to be the customer?” and child turned to mum holding the 
bag and repeated, “Would you like to be the customer”? Parent took 
the bag from child and said, “I would love to be the customer” with a 
big smile on her face. (Angel, 20 years of experience, private 
practice- therapeutic play for social skills) 
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Using parents’ suggestions and ideas, and encouraging parent playfulness in 
therapy, extended the parent and child’s engagement in the activity. Facilitating child 
and parent interactions encouraged child and parent engagement in therapy. 
Therapists actively worked on building stronger child-parent relationships. One 
therapist noted that she ensured that she was never positioned between the child 
and the parent, to facilitate their interactions. 
Collaborating 
Collaboration occurred when the parent and therapist worked together to 
identify possible solutions and strategies. The therapist exhibited flexibility when 
addressing parent concerns, preferences and feelings, adapting the therapy session, 
intervention plan or home strategies according to parent needs. Therapists and 
parents reviewed activities undertaken at home. Together they would problem solve 
why a strategy was or wasn’t working, how to make it work for home, or potential 
resources needed. 
Mum suggested some things they can do in the kitchen that they 
can use to make his name or shapes. Therapist suggested making 
his name while eating spaghetti, using cookie cutters or rolling out 
dough. Mum suggested some things they could find in the fridge that 
were circles, like choc chips. Therapist agreed enthusiastically. 
(Donna, 20 years of experience, community- home programing)  
Therapists also communicated the importance of integrating strategies or 
child learning into the family’s routine. Therapists acknowledged that parents were 
busy and would problem solve with them to choose feasible options for home 
practice that would not be a burden.  
Discussion 
Existing research that outlines child and parent engagement strategies in 
occupational therapy is based solely on perspectives gained from interviews 
(D'Arrigo, under review-a, under review-b; James et al., 2015; Smart et al., 2016). 
This study aimed to enhance understanding of how engagement strategies manifest 
when working with children and parents in occupational therapy through therapy 
observations and key informant interviews. These methods aimed to capture 
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embodied engagement practices of occupational therapists in a therapy session. 
Some therapists expressed the view that the engagement strategies they used were 
indeed embodied actions about which they were not fully conscious, and which they 
had developed over time.  
Recent research has identified engagement and motivational strategies used 
in paediatric rehabilitation and developmental settings that are aligned with the 
tenets of Self-Determination Theory (SDT; D'Arrigo, under review-a; D'Arrigo, under 
review-b; Meyns et al., 2018; Smart et al., 2016). SDT provides a mini-theory for 
basic psychological needs for understanding motivational strategies therapists use to 
facilitate child and parent engagement in therapy. According to SDT, three universal 
psychological needs (autonomy, relatedness and competence) must be nourished in 
therapy to promote optimal performance and growth (Ryan & Deci, 2017). The need 
for autonomy may be supported by offering the client choice and control; 
competence supported through mastery and challenge; and relatedness supported 
through development and maintenance of the therapeutic relationship (D'Arrigo et 
al., 2016).  
SDT has recently been used as a theoretical framework for systematically 
organising motivational strategies in paediatric rehabilitation (Meyns et al., 2018). 
The current study provides confirmation and further extension of strategies 
occupational therapists can use to engage the child and parent which can be 
mapped against the tenets of SDT.  
Engaging the child through relatedness support 
The results of this study conveyed that therapists demonstrated relatedness 
support by building a connection and helping the child feel comfortable within the 
environment. Past research highlights the importance of the child feeling safe within 
the therapist-child relationship for the child to be engaged (D'Arrigo, under review-a; 
Lawlor, 2003). Therapists in this study referred to constantly attending to the child’s 
feelings, thoughts and behaviours, and modifying their interactions accordingly in 
order to make a connection. This was identified by therapists as a “dance” to 
maintain child engagement. This conceptualisation is linked with recent research 
which highlighted how therapists perceived that their responsivity and flexibility to the 
child enhanced child engagement in occupational therapy (D'Arrigo, under review-a).  
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Therapist attunement and responsiveness to the child’s feelings, thoughts and 
behaviours in order to make a connection can be linked to the concept of ‘interactive 
reasoning’ (Turpin & Copley, 2018). Interactive reasoning involves understanding 
clients as individuals experiencing illness or disability and developing partnerships 
(therapeutic relationships) with them. Through interactive reasoning an 
understanding of the person develops through the process of relationship building 
and a deeper mutual understanding strengthens the relationship (Turpin & Copley, 
2018). Like the therapists in the current study, the term ‘dance’ is also used by 
Turpin and Copley (Copley et al., 2008) to explain that “occupational therapists 
generally lead the dance, but, like all dancing pairs, the leader needs both a stable 
and strong base and the ability to respond sensitively to the partners” (Turpin & 
Copley, 2018, p. 248). It is important to note that the therapist’s responsivity to the 
child does not solely denote providing relatedness support, but can also be linked to 
providing autonomy support (acknowledging the child’s feelings and adapting the 
sessions based on these child feelings) or competence support (helping the child 
achieve success).  
In the theme “I’m listening: attending to child feelings, thoughts and 
behaviours to deepen the connection”, therapists described listening and watching 
the child’s cues in order to be attuned to them. This strategy, known as “tracking” in 
play therapy involves the therapist being non directive and observing the child’s play, 
rather than being involved in interactive play with the child (Yasenik & Gardner, 
2014). Tracking is an observation technique used by therapists to determine themes 
and patterns in the child’s play before entering and elaborating the play in order to 
develop and maintain the therapeutic relationship (Yasenik & Gardner, 2014).  
Therapeutic use of self, where the therapist modifies his/her body position, 
voice or interaction to engage the child, was also reported as a strategy for child 
engagement. Therapeutic use of self is considered by Turpin and Copley (2018) as a 
component of the interactive reasoning occupational therapists use to develop a 
relationship with the client. It therefore can be categorised as a relatedness 
supportive approach.  
Using a playful approach was a specific aspect of therapeutic use of self often 
observed and reported as a way to engage the child. Although research has focused 
Rachel D’Arrigo – Chapter Nine 
 
266 
  
on how occupational therapists improve a child’s playfulness (Tanta & Knox, 2014) 
and play skills (Stagnitti, 2014), there has been less emphasis on the impact of an 
occupational therapist’s playful approach on child engagement in a session. 
Research in other areas can support the link between a therapist’s playful approach 
and child engagement. For example, research in music therapy has found that a 
playful approach facilitates harmonious communication between the child and parent 
(Pasiali, 2012). Jager (2013), who investigated the use of play to help gain child 
views as a research method, demonstrated that these play-based methods (e.g. use 
of puppets and imaginary play) potentially reduced the power imbalance. This further 
supports the contention that engaging in playful activities can increase child 
engagement. The positive impact of using of a playful approach for engaging the 
child in occupational therapy may often be used in practice, but this link is a new 
addition to this area of occupational therapy research and could be categorised as 
supporting the child’s relatedness in SDT.  
Engaging the child through autonomy support 
Some strategies outlined in the current findings are autonomy-supportive in 
nature. Therapists in the current study structured and designed the session so that 
activities had purpose, therapy was fun and it included the child’s interests. They 
also ensured that the child had a reason for doing the task (e.g. cookies to eat or 
making a sign). Giving the child choice, control and valuing their input were also 
identified as mechanisms for child engagement. The results of this study can be 
linked to recent research by D’Arrigo et al. (under review-a) which emphasised the 
importance of the child feeling a sense of meaning and purpose in therapy in order to 
be engaged.   
Findings of the current study are in line with past research that highlight 
concepts such as fun, novelty, control and meaning  as influencing  therapy 
outcomes for children with unilateral hemiplegia involved in constraint induced 
therapy (Gilmore et al., 2010; Miller et al., 2016). For example, in a randomised 
comparison trial undertaken by Miller et al. (2016), mastery motivation and 
engagement in upper limb therapy for children with unilateral cerebral palsy were 
explored. The findings demonstrated that children experienced greater levels of 
volition when strategies that reflected SDT were embedded in the intervention (Miller 
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et al., 2016). Strategies included those that were autonomy-supportive: providing 
choice, novelty, fun and variability in the upper limb intervention. Autonomy and self-
initiated play within play facilitates deeper learning and development in children 
when compared to scheduled and closely supervised play (Whitebread et al., 2012). 
The findings of this research adds to the growing evidence that autonomy-supportive 
strategies help child engagement in therapy (Gilmore et al., 2010; Levac, 2016; 
Meyns et al., 2018; Miller et al., 2016; Ziviani, 2015).  
In the current study, therapists used songs to engage the child in therapy. The 
use of song and sounds are well established strategies embedded in childhood 
education curriculum used to enhance learning (Nasrawi & Al-Jamal, 2017). The use 
of rhymes, poems and verbal rote script are strategies occupational therapists use 
as part of approaches such as the Four Quadrant Model (4QM; Greber, Ziviani, & 
Rodger, 2007) and the Cognitive Orientation (to daily)- Occupational Performance 
(CO-OP; Rodger & Polatajko, 2010) to enhance child learning. The use of music, 
songs and singing are strategies that can accompany a range of interventions in 
order to increase their effectiveness and therefore can also be considered a strategy 
to engage the child in occupational therapy.   
Therapists also demonstrated and reported that following the child’s lead 
enhanced the child’s engagement. In SDT, motivation can be characterised by 
autonomous regulation where “behaviours are autonomously motivated to the extent 
that the person experiences volition- to  the extent that he or she assents to, concurs 
with, and is wholly willing to engage in behaviour” (Ryan & Deci, 2017, p. 14). 
Following the child’s lead is a seminal principal in play therapy, found to enhance the 
child’s play skills (Stagnitti, 2014). Following the child’s lead, within boundaries and 
the goals of intervention, can be interpreted as an autonomy supportive approach 
that supports child engagement.  
Engaging the child through competence support 
Helping the child feel success was an approach used by therapists that 
reflects being competence-supportive. This included adapting the task and use of 
physical and verbal prompts. The strategies therapists used to help the child feel 
success can be linked to the cognitive and physical learning strategies of the 4QM 
(Greber, Ziviani, & Roger, 2007).  
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The 4QM helps therapists coordinate cognitive and physical learning 
strategies to help the child work towards independence. Selection of strategies 
varies to meet the changing needs of the learner as skill acquisition occurs (Greber, 
Ziviani, & Roger, 2007). Engagement strategies used to help the child feel success 
in the current study are linked to strategies used within the 4QM. Some of these 
strategies include explicit instruction, demonstration, physical patterning, physical 
prompts, non-verbal prompts, mnemonics, rote script and visual cues (Greber, 
Ziviani, & Roger, 2007).  
Therapists in this study helped the child understand, explore and discover as 
a means to enhance engagement. This represented the use of questioning and 
suggestions to help lead the child to an answer. Aspects of the 4QM can again be 
linked to the results of this study, as it promotes the strategy use of lower and higher 
order questions, think-aloud modelling and problem solving to help the child learn 
(Greber, Ziviani, & Roger, 2007).  
The concept of helping the child understand, explore and discover is also 
related to aspects of a CO-OP (Rodger & Polatajko, 2010). One autonomy-
supportive strategy in CO-OP is ‘guided discovery’, where therapists are encouraged 
to ask, demonstrate and assist the child to find the solution, rather than acting as the 
expert, telling and doing for the child (Rodger & Polatajko, 2010). Given the 
connection between the strategies found in the current study and the strategies of 
the 4QM and CO-OP, these are approaches occupational therapists can use to 
assist with facilitating not only child learning, but child engagement in therapy.   
Engaging the parent  
In this study, therapists included parents in therapy sessions and where 
possible, encouraged parent input. In most therapy sessions the child, therapist and 
parent collaborated on the activity. Facilitating the active engagement of both the 
child and parent is a part of occupation-centred practice (Rodger, 2017; Stagnitti, 
2014). Lin and colleagues (2018) found that children with developmental delays had 
greater developmental outcomes when their parents were involved in the therapy 
session than when parents were not present. Parent involvement in therapy has 
been considered integral to the child’s overall engagement in therapy and their 
occupational performance outcomes (D'Arrigo, under review-a).  
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Therapists in the current study facilitated the child-parent relationship. Past 
literature emphasises that a warm child-parent relationship fosters feelings of joy, 
warmth, and safety allowing the child to explore and be curious within their 
environment (Stagnitti, 2014). In this current study, facilitating the child-parent 
relationship indirectly appeared to be a way of engaging the parent and child in the 
therapy session. Further research is required to understand the impact of the child-
parent relationship on therapy engagement. 
The results of this paper show that therapists demonstrated the ability to listen 
and respond to parent concerns, preferences and feelings in the therapy session. 
These actions and perceptions can be linked to recent research on parent 
engagement where one overarching theme was therapist responsiveness and how 
this was a key mechanism used to engage the parent in occupational therapy 
(D'Arrigo, under review-b). While responsivity can represent a relatedness approach, 
it also demonstrates a close connection to being autonomy supportive (responding to 
parent priorities) and competence (adapting the session according to parent 
capacity) supportive.  
Collaboration was evident in the way the parent and therapist worked together 
to find possible solutions. Listening, explaining, demonstrating and discussing were 
also behaviours demonstrated by therapists. In SDT, collaborative processes involve 
a sentiment of autonomy support and relationship development (Ryan & Deci, 2017). 
The collaborative process used in the current study incorporated helping the parent 
feel heard (relatedness support), competent in facilitating activities at home 
(competence support) and a sense of control (autonomy support). Therefore, parent-
therapist collaboration could be seen as another approach that uses all tenets of 
SDT to engage the parent in the therapy session. 
 Recent research exploring the impact of collaborative processes on parent 
empowerment found that parents were more confident in carrying out activities 
during daily routines if they worked together with therapists than parents who were 
not involved in collaborative processes with their therapist (An et al., 2017).  In 
research on home programs by Novak & Berry (2014) it was reported that home 
programs designed collaboratively between the parent and therapist gave parents 
more confidence to try the activities at home. While the aim of the current study was 
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on how strategies can improve engagement in a therapy session, the collaborative 
development of the home program appears to influence not only parent engagement 
in-session but also out-of-session.  
The role of coaching has been identified in the literature as a framework that 
enhances parent engagement (D'Arrigo, under review-b; Ziviani, 2015). While 
coaching was not explicitly identified as a mechanism used for parent engagement in 
the current study, components of Occupational Performance Coaching (OPC; 
Graham, 2010) can be linked to the strategies therapists used and reported to 
enhance parent engagement. Components of coaching that play a role in 
engagement include providing emotional support (listening, emphasising, guiding, 
encouraging); sharing and exchanging information; and problem solving processes 
(goal setting, planning, checking performance and generalising of strategies) 
(Graham, 2010). These components of coaching can all be interpreted through the 
tenets of SDT. 
Implications for practice 
The current study offers engagement strategies that can be used for younger 
children (2-8 years old). Findings also explicitly articulate strategies on how to 
engage a child and parent in a therapy session used by experienced therapists. By 
doing so, these findings inform development of a framework on which to base 
undergraduate and graduate training. The engagement strategies from this study 
have been organised within the tenets of SDT (Ryan & Deci, 2017). The SDT 
framework can be used to communicate skills that are associated with optimal 
service provision for teaching occupational therapy students, professional 
development sessions and clinical supervision. 
Limitations and future research 
This study involved children aged 2-8 years and gained only occupational 
therapy perspectives. Future research that uses observation of and the perspectives 
of children of different ages and their parents about therapy engagement in 
occupational therapy will benefit this area of research. As the lead researcher was 
observing in the same room during therapy sessions, her presence could have 
impacted the nature of the session. Furthermore, the occupational therapy 
participants chose the child and parent to be observed and therefore the child and 
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parent could have been perceived as easy to engage to the participant than other 
child and parent dyads. This could have limited the potential strategies demonstrated 
in the therapy sessions. The nature of the therapy goals and interventions used 
could have influenced the nature of engagement strategies used by the therapists, 
and this may have also limited demonstration of other strategies of engagement. For 
example, a session that involves therapeutic play is likely to be more engaging and 
therefore require different strategies from the therapist than a therapy session that 
involves interventions which may be uncomfortable (e.g. splinting). In addition, the 
practice context in which the observations took place represented only clinic and 
hospital environments (context of the therapist) rather than the child’s environment 
(context of the child and parent). While therapists in the current study tried to refer to 
the child’s context, it is important to note that working on the occupational need in 
the relevant environment (e.g. self-care skills at home) would be more meaningful to 
the child.  
Conclusion 
Occupational therapists have been relying on tacit knowledge to inform their 
engagement practices when working with children and parents. The aim of this study 
was to identify strategies occupational therapists use to engage the child and parent 
and understand how these strategies manifest in a therapy session. Different 
strategies were identified for engaging the child and engaging the parent. SDT and 
the mini-theory of basic psychological needs (autonomy, relatedness and 
competence) (Ryan & Deci, 2017) can be used to understand how a therapist can be 
autonomy supportive (e.g. providing the child choice and control and valuing parent 
input), relatedness supportive (e.g. therapist responsiveness and developing and 
maintaining a connection) and competence (e.g. helping the child feel success and 
supporting carryover of strategies for parents at home) to harness child and parent 
engagement in a therapy session. Therapist attunement and responsiveness to the 
child’s feelings, thoughts and behaviours to make a connection as well as 
collaboration with the parent were strategies that represented all aspects of SDT.  
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9.4 Summary and conclusions  
The aim of this paper was to understand and explore strategies used by 
occupational therapists to optimise child and parent engagement in the context of 
delivering interventions in a therapy session. Strategies occupational therapists use 
to engage the child and engage the parent were delineated. Factors for 
consideration are as follows:  
i. The experienced occupational therapists identified that the actions and 
behaviours they did in therapy to engage the child and parent were in fact 
embodied 
ii. Strategies used to engage in occupational therapy were different for the 
child and the parent.  
iii. The SDT framework (Ryan & Deci, 2017) can be utilised to guide 
therapists on how they can be autonomy supportive (e.g. providing the 
child choice and control and valuing parent input), relatedness supportive 
(e.g. therapist responsiveness and developing and maintaining a 
connection) and competence supportive (e.g. helping the child feel 
success and supporting carryover of strategies for parents at home) to 
influence child and parent engagement in a therapy session.  
iv. Collaboration with the parent  and therapist attunement and 
responsiveness to the child’s feelings, thoughts and behaviours to make a 
connection were both strategies that could be interpreted as harnessing all 
tenets of SDT 
v. The strategies outlined in this study can be used to guide and teach novice 
and student occupational therapists about how to engage the child and 
parent in a therapy session. 
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Chapter 10  Grand Discussion and Conclusions 
10.1 Introduction 
In this final chapter the main findings of this thesis will be summarised. 
How these findings inform our understanding of engagement in occupational 
therapy will then be discussed. The specific nuances of how occupational 
therapists conceive engagement when working with children and parents will 
then be delineated. The impact of contextual factors on the child’s and 
parent’s engagement in occupational therapy will also be addressed. Finally, 
the clinical implications of findings, strengths and limitations of this thesis and 
future areas of research will be discussed.   
10.2 Overview of findings  
The primary aim of this doctoral thesis was to gain greater 
understanding of occupational therapy engagement and how it is facilitated 
when working with children and their parents in rehabilitation and 
developmental settings.  A review of the literature determined that, while there 
is research on child and parent engagement in the mental health field, and 
developing research in paediatric rehabilitation, there is a paucity of research 
that specifically addresses child and parent engagement in the context of 
occupational therapy. By drawing on existing literature, it was proposed that 
therapy engagement could be conceived as both a process and state. 
However, there had been limited attention directed at how this manifested in 
therapy and few measures for its assessment. The research findings from this 
thesis subsequently strengthened and extended the proposed model of 
therapy engagement and provided insights into how occupational therapists 
work to support engagement. A summary of findings aligned with the aims of 
the project follows.   
Objective One: To review the literature on engagement and develop a 
perspective of its role in occupational therapy when working with 
children and families. 
Following a review of the literature, therapy engagement was proposed 
to be multifaceted, representing affective (emotional involvement with the 
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therapist and the process), cognitive (belief in the intervention and 
intervention effectiveness) and behavioural (in-session participation) domains 
(King et al., 2017; King et al., 2014). Out-of-session engagement was 
proposed to reflect the behavioural domain of engagement, which involved 
carryover of strategies to environments outside the therapy session. The 
process by which occupational therapists facilitated engagement was 
suggested to draw upon tenets of Self-Determination Theory (Ryan & Deci, 
2017). This macro theory of motivation proposes that humans are motivated 
to act when three psychological needs for: autonomy (choice and control); 
relatedness (belonging and connectedness); and competence (mastery) 
(Ryan & Deci, 2017) are fulfilled.  
Objective Two: To identify existing measures of parent engagement, 
examine which domains of engagement these measures capture and 
review their clinometric properties. 
A systematic review was completed in order to identify existing 
measures of parent engagement for children receiving rehabilitation or 
developmental interventions. Four measures were identified. No measure 
captured all domains of engagement. All measures focused on the 
behavioural domain. Measures predominantly assessed in-session 
engagement, and some out-of-session engagement. There was limited 
information on their psychometric characteristics and clinical utility. It was 
proposed that an ideal measure of parent engagement should involve both an 
independent observer component and a parent self-report to capture all the 
engagement domains. Since publishing the systematic review, an 
observational measure of parent engagement in therapy in paediatric 
rehabilitation was published (Paediatric Rehabilitation Intervention Measure of 
Engagement-Observation; PRIME-O; King et al., 2017) which has the 
potential to address the first recommendation.   
Rachel D’Arrigo – Chapter Ten 
 
279 
  
Objective Three:  To review measures of child engagement and 
motivation, examine which domains these measures capture and 
evaluate their psychometric properties and clinical utility. 
A literature search was undertaken to address this aim. Measures were 
sought that captured the identified domains of engagement, both in-session 
and out-of-session, that were age appropriate and that demonstrated sound 
psychometric properties and clinical utility. Measures of motivation were also 
included in this search to advance an understanding of the ideal child 
engagement measure. Two measures were found to measure child 
engagement in therapy, both of which captured the affective, cognitive and 
behavioural domains of engagement (Paediatric Rehailitation Intervention 
Measure of Engagement-Observation; King et al., 2017; Paediatric 
Rehabilitation Intervention Measure of Engagement-Service Provider; King et 
al., 2018). Two measures of the related but distinct construct of motivation 
were found: the Pediatric Motivation Scale (PMOT; Tatla et al., 2015); and the 
Dimensions of Mastery Questionnaire version-18 (DMQ-18Morgan et al., 
2009), both of which offer guidance on how to gain child perspectives through 
self-report and the use of different measures for different ages or stakeholders 
(parent, teacher or child). While a number of measures were found, no 
measure appeared comprehensive enough to measure the engagement of 
children of all ages in paediatric rehabilitation and developmental settings. 
The most conceptually sound measures were the PRIME-SP (King et al., 
2018) and the PRIME-O (King et al., 2017). The most age appropriate 
measures that included child self-report on their involvement in therapy were 
the PMOT and the DMQ-18. More research was recommended to understand 
child engagement in occupational therapy, to inform the development of an 
ideal measure for child engagement in rehabilitation and developmental 
settings.  
Objective Four: To develop an understanding of parent engagement 
through the perspectives of occupational therapists. 
Focus groups and individual interviews identified two overarching 
themes which therapists considered to influence parent engagement and 
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disengagement in therapy: (1) parent-therapist relationship and; (2) therapist 
responsiveness. Within these two themes: parent feelings; time and timing of 
therapy; levels of engagement and factors influencing parent engagement 
emerged. These findings provided an understanding of how occupational 
therapists seek to enable parent engagement. The perspectives offered by 
occupational therapists in this study extended the definitions of the domains of 
engagement proposed by King et al. (2014). The affective domain was 
considered to denote a sense of trust which resulted from the parent feeling 
understood, respected, supported and validated. The parent feeling confident 
or empowered may be one way in which the cognitive domain or belief in 
benefit of intervention could be understood in occupational therapy. Finally, 
the behavioural domain may be represented by the description of parent 
levels of engagement which represented their participation in occupational 
therapy (high, middle ground and low). The strategies therapists used to 
engage parents could also be interpreted as aligning with the tenets of SDT 
(Ryan & Deci, 2017). It was evident that parent engagement was essential to 
the therapeutic mix. It was also noted that supporting the child’s engagement 
in therapy had implications for parent engagement.  
Objective Five: To develop an understanding of child engagement from 
the perspectives of occupational therapy. 
Focus groups and interviews with occupational therapists revealed four 
themes related to how therapists perceived child engagement: 1) signs of 
child engagement and disengagement; 2) it’s about the child feeling safe; 3) a 
sense of meaning and purpose; and 4) service and therapist factors 
influencing child engagement. These findings were interpreted in light of some 
key approaches informing occupational therapy practice such as attachment 
theory; the therapeutic relationship; therapeutic use of self; use of occupation-
centred interventions that facilitate meaning and purpose; and the just right 
challenge. The specific strategies proposed by participants could once again 
be interpreted through the lens of SDT (Ryan & Deci, 2017). The next step 
was to seek to understand what occupational therapists actually did in a 
therapy session to engage children and parents.   
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Objective Six: To explore occupational therapy strategies for 
engagement through therapy session observations and by gaining 
therapist perspectives. 
Therapy session observations and key informant interviews were 
conducted with occupational therapists. Two themes emerged: 1) engaging 
the child and 2) engaging the parent. Strategies used to help the child engage 
included ‘building a connection’; ‘attending to feelings’, ‘thoughts and 
behaviours’; ‘structuring or designing the session’; ‘giving choice and valuing 
the child’s input’; ‘use of self’; ‘helping the child feel success’; and’ helping the 
child understand and explore’. Strategies used to engage the parent included: 
‘connecting’; ‘listening’, ‘explaining’, ‘demonstrating and discussing’; ‘including 
the parent and valuing their input’; and ‘collaborating’. The strategies 
occupational therapists used to engage children and parents in an 
occupational therapy session were again interpreted through the tenets of 
SDT- autonomy, relatedness and competence. Study findings strengthened 
early propositions that SDT can be used as a theoretical framework to guide 
occupational therapists on how to facilitate child and parent engagement in an 
occupational therapy session. Future exploration into the effectiveness of 
these strategies on child and parent engagement and therapy outcomes was 
recommended.  
10.3 An integrated model of occupational therapy engagement  
Collectively, the findings from this thesis have been used to inform the 
development of an integrated model of therapy engagement, the Lighthouse 
Model of Occupational Therapy Engagement (Figure 10.1). In this model the 
base describes the profession’s occupational focus by drawing on the 
Person-Environment-Occupational (PEO) model (Law & et al., 1996). The 
person pertains to an individual who is unique and engages in various roles 
which are significant to him/her; the environment includes cultural, social, 
physical and institutional factors external to the individual that influences their 
experiences; and Occupation refers to meaningful activities in which an 
individual participates throughout life (Law & et al., 1996). The PEO model 
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proposes that an individual’s occupational performance is a result of the 
interaction of person, environment and occupation.  
The tower of the Lighthouse Model of Occupational Therapy 
Engagement represents the multiple building blocks that encircle the structure 
representing the client-, therapist-, and service- factors, all of which influence 
child and parent engagement. For example, the results of this thesis found 
that client factors such as parent readiness for therapy, time and how the child 
is feeling impacts engagement in therapy. Therapist characteristics and the 
nature of the service or setting also has an impact on engagement. This is 
consistent with others’ views, that there are multiple factors, additional to what 
therapists do to engage children and parents, which influence engagement in 
therapy (Gopalan et al., 2010).  
The spiral staircase reflects the interaction of these PEO elements 
and how the combined influences of PEO elements can variously impact 
engagement. For example, a 12 year old child with cerebral palsy (person) 
may need support to participate in self-care related to school attendance 
(occupation) at school (environment). The child may or may not want help 
with self-care at school (embarrassed) impacting engagement, but would 
prefer and be more engaged in the home environment. For a parent, there 
may be mental health difficulties (person) and challenges with transport and 
finances (environment) which impact his/her ability to take a child to therapy 
to work on occupational performance challenges or engage in the therapy 
process. The interaction of these PEO elements, rather than one element 
alone, needs to be considered when engaging children and parents in 
therapy.  
Included in The Lighthouse Model of Occupational Therapy 
Engagement is the process by which the therapist “engages with” (Bright et 
al., 2015) the child and parent. This process is situated in the optic room and 
the service station, where the therapist functions as the lighthouse keeper 
attending to clients’ psychological needs for autonomy, relatedness and 
competence, providing the fuel that nurtures engagement. The lighthouse 
keeper or occupational therapist needs to monitor these three energy 
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sources, and be responsive to and flexible with the child and/or parent 
throughout a therapy intervention to maintain engagement.  
The light emanating from the optic room at the top of the lighthouse 
represents the state of engagement or being “engaged in” (Bright et al., 
2015). These are the three potentially measurable domains of engagement – 
affective, cognitive and behavioural. The findings in this thesis consistently 
indicate that child and parent engagement is not static but dynamic, changes 
over time and in response to the therapist and therapy process. This is 
consistent with previous research by Bright et al. (2015) and King et al. (2018) 
who identified engagement as both fluid and changing, which can be 
represented by the widening of the light beam or its strength/intensity at 
different times.  
Disengagement was also viewed by occupational therapists as part of 
the fluid and dynamic process of therapy engagement. Therapists indicated 
that disengagement could be perceived as positive when the family was 
indicating that their needs and goals had been met. The findings of this thesis 
suggest that there may be times throughout the therapy process where 
disengagement from therapy is a positive outcome of a successful encounter. 
The process of children and families achieving goals and disengaging from 
therapy is necessary to see the purpose of future engagement.  
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Figure 10.1 Lighthouse Model of Occupational Therapy Engagement 
 
 
 
10.4 Process of engagement  
In this thesis an understanding of engagement has been informed by 
the work of Bright et al. (2015), and how the process of engagement draws on 
the skills of the therapist. These skills can been interpreted through the 
theoretical lens of SDT (Ryan & Deci, 2017). Attending to the three 
psychological needs of SDT is thought to support an individual’s motivation to 
engage in therapy (Ryan & Deci, 2017). When drawing on the perspectives of 
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occupational therapists, while there were similarities, there were also subtle 
differences in the way they perceived engagement with children as compared 
to parents. 
Findings reported within this thesis have provided the basis by which 
the strategies occupational therapists use to engage children and parents in 
therapy can be seen to manifest in the tenets of SDT. It is also important to 
note the constant influence of contextual factors on the implementation of 
these strategies. How contextual factors influence the implementation of 
suggested engagement strategies will be also discussed.  
10.4.1 Therapist responsivity and flexibility 
While there were some unique aspects to the way therapists engaged 
children and parents in occupational therapy, responsivity and flexibility was 
an overarching strategy used by occupational therapists to engage a child and 
parent in therapy. Therapist responsiveness toward the parent involved being 
flexible; listening to the parent/s’ concerns and emotions; and responding 
accordingly. This was demonstrated through parent-therapist collaboration, 
goal setting, shared problem solving, providing choice, understanding parent 
values, being sensitive and adapting to family circumstances.  
Recent research on Occupational Performance Coaching (OPC; 
Graham et al., 2018), a form of coaching designed to help parents support 
their child’s occupational performance, also emphasises the importance of 
therapist responsiveness. Graham et al. (2018) highlighted strategies, such as 
taking the time to listen to parents’ worries, identifying parent goals and 
gaining parent perspectives about their child. A key feature of OPC is “flexible 
servicing”, where the therapist changes the structure of the session, type of 
contact and interviewing approach to suit the individual parent.  
Therapist responsivity and flexibility was also identified as a strategy 
for supporting a child’s engagement, highlighting the need to adapt to the way 
a child presented in therapy. This was exemplified in examples where 
embedding an individual child’s interests within interventions was used to 
make therapy more enjoyable or when the therapist adapted therapy to suit 
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the way the child was presenting on a particular day. They modified their 
interaction in response to the child’s needs in therapy.  
Therapist responsiveness and flexibility is a well-researched area in 
child psychology (Chu & Kendall, 2009; Kendall et al., 2008). Here flexibility 
has been described as valuing the child’s interests and strengths, embedding 
these within the intervention, and adapting features of therapy to match these 
(Kendall et al., 2008). A study that investigated therapist flexibility in the 
delivery of Cognitive Behavioural Therapy for children with anxiety, found that 
when the therapist demonstrated flexibility in the way the intervention was 
delivered (e.g. using child interests when teaching relaxation strategies), this 
resulted in favourable outcomes (Kendall et al., 2008). In the context of a 
speech and language intervention for children who stutter, Carr (2017) also 
found that tailoring therapy around the child provided optimal outcomes. This 
involved the speech therapist considering the child’s strengths and feelings, 
which in turn, nurtured a more trusting relationship (Carr, 2017).  
The concept of therapist responsiveness and flexibility can be 
considered an overarching strategy that informs all child and parent 
engagement strategies in occupational therapy. It can also be mapped 
against all tenets of SDT by providing choice (autonomy), responding to child 
or parent feelings (relatedness) and harnessing a sense of achievement 
(competence). Being responsive to and flexible with children and parents also 
reflects the holistic nature of occupational therapy (Finlay, 2001). Being 
holistic means occupational therapists value understanding the individual as a 
whole (considering psychological, physical, emotional aspects) rather than 
just focusing on one component  (e.g. physical function; Finlay, 2001).  
The occupational therapy community values family-centred practice, 
which means being flexible with family and client factors is essential to 
occupational therapy intervention (Hanna & Rodger, 2002). The therapists in 
the current study indicated a willingness to be flexible in accommodating 
parent needs which included providing emotional support, not just focusing on 
the child’s occupational performance. The provision of family-centred practice 
involves providing a service that is flexible and meets family concerns and 
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priorities (Hanna & Rodger, 2002). It is evident that underlying occupational 
therapy philosophy and approaches such as family- and client-centred 
practice can therefore inform engagement practices.   
While therapist responsivity and flexibility has been outlined as an 
engagement strategy to engage children and parents, it is important to note 
that the ability to read and respond to child and parent cues can be dependent 
on the therapist’s level of experience and skills. For example, it may be 
challenging for a newly graduated occupational therapist to be sensitive to 
these cues when still learning about implementing intervention.  
10.4.2 The parent-therapist relationship 
Occupational therapists in this study saw their role in developing the 
parent-therapist relationship, as relying upon open and honest 
communications so that parents would experience trust and confidence in the 
therapist. Developing trust was seen as a way in which parents in turn could 
be open and honest with the therapist. Developing rapport and the 
relationship between the therapist and their clients is a fundamental practice 
in occupational therapy (Taylor, 2008). In occupational therapy, the 
therapeutic relationship is foundational (Hanna & Rodger, 2002) and defined 
as “a trusting connection and rapport established between therapist and client 
through collaboration, communication, therapist empathy and mutual respect” 
(Cole & McLean, 2003, p. 49). Extensive literature attests to the importance of 
a sound therapist-parent relationship when working in the area of child and 
youth mental health (Karver et al., 2006). Building a sound therapeutic 
relationship is foundational to the occupational therapy process, as evidenced 
in its inclusion in undergraduate student education (Taylor, 2008).  
Feeling understood, respected, supported, hopeful and validated or 
valued were the feelings that therapists sought to elicit when working with 
children’s parents. Responding to and harnessing these feelings were seen 
as ways of helping to engage parents in the process of feeling more 
empowered in the implementation of intervention strategies. Many of these 
feelings have been used to describe aspects of the therapeutic relationship 
and how occupational therapists facilitate the relational interaction (Cole & 
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McLean, 2003; Morrison & Smith, 2013; Weiste, 2018). The ways in which 
occupational therapists facilitated the parent-therapist relationship can also be 
considered an overarching strategy and interpreted as means of providing 
relatedness support.  
The parent-therapist relationship is another component of family 
centred practice provision in occupational therapy (Hanna & Rodger, 2002). 
However, it is important to note that while occupational therapists highly value 
client-centred practices, the context within which they practice can impact the 
implementation of these practices (Phoenix & Vanderkaay, 2015). In this 
thesis, occupational therapists working in the school system explained that 
while they were family centred and attempted to incorporate the family in the 
child’s intervention at school, their role was to support the child at school 
rather than the home context. Therefore, there was no time dedicated to the 
development of the parent-therapist relationship. Other services may allow 
more time for the parent-therapist relationship to naturally occur in the 
intervention.  
10.4.3 Helping the child feel safe within the relationship 
Findings for child engagement were similar to parent engagement, 
where helping the child feeling safe within the relationship also attends to the 
child’s psychological need for relatedness. Therapists considered that 
ensuring that the child felt ‘safe’ was necessary for the development of trust in 
the therapeutic relationship. Strategies identified by occupational therapists to 
help the child feel safe, such as validating the child’s feelings; involving them 
in the therapy process and decisions; being flexible and adapting the 
intervention to meet the child’s needs and therapeutic use of self were seen 
as ways conveying to the child that he/she was valued and understood.  
The strategies reported by occupational therapists as supporting the 
child to feel safe were also identified in the delivery of speech therapy for 
children who stutter and their parents (Carr, 2017). Carr (2017) recruited three 
children who stuttered and their parents to examine the therapeutic 
relationship between the child, the parent and the speech pathologist. 
Children and parents reported that characteristics of an effective therapeutic 
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alliance with the speech therapist included modifying the therapy session 
around the child; authenticity; and ensuring child involvement in goal setting. 
For example, modifying the session involved the therapist considering the 
child’s strengths and feelings, which helped develop trust. Furthermore, 
children who felt that their therapist was genuine were reported to participate 
more in therapy as were those who perceived their therapist to be a friend 
(Carr, 2017).  
The importance of the child feeling safe in occupational therapy has 
been identified in past occupational therapy research on child engagement 
(Lawlor, 2003). Lawlor (2003) used longitudinal ethnography to gain an 
understanding of child engagement in the context of the social world for 
children involved in community occupational therapy. In one particular 
observation with an experienced therapist, Lawlor (2003) found therapists 
provided a safe place for the child by offering reassurance and allowing the 
child to explore (Lawlor, 2003, p. 431). While this research was carried out in 
America, the community context described is similar to that for participants in 
Australia involved in the current research.  
Recent research also places emphasis on the child feeling safe within 
the relationship. An ethnographic approach was used to explore how to 
optimise physical activity participation for children and youth with disabilities 
(Willis, 2017). Similar to the methods used in this thesis, Willis (2017) used 
participant observation, focus groups and interviews to collect data. This 
research involved children with disabilities at a rehabilitation centre in Norway 
which sought to enable lifelong activity and participation in their environments 
(school, home, community). The study did not specify the health professionals 
that carried out the intervention and referred to “representatives of the 
paediatric teams” (Willis, 2017, p. 118). This research found that one of the 
mechanisms used to optimise a child’s physical participation was ensuring 
that children and youth needed to feel safe. Willis (2017) identified that for 
children to be able to participate, take on challenge and have self-confidence 
in physical activity, a safe environment needed to be created through secure 
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relationships. Helping the child feel safe may be a part of not only 
occupational therapy, but other health professional approaches more broadly.  
All in all, the importance of the child feeling safe, is in accordance with 
the seminal work on attachment by John Bowlby. Bowlby (1984) argued that 
the child needs to have a secure base from which to effectively explore the 
environment (Bowlby, 1984). The child’s attachment style and past 
experiences can shape how the child conceives of himself/herself and how 
relationships are developed with others. Children who are securely attached 
are more flexible and able to explore the world and their relationships with 
others. Those who have insecure or disorganised attachment styles tend to 
be more rigid and defensive, which may impact their new experiences and 
development of social relationships. While beyond the scope of this thesis, 
research that explores the therapist as an attachment figure in therapy and 
the impact of a child’s attachment style on therapy engagement warrants 
further attention. 
While developing the child-therapist relationship is another critical 
component of family-centred care (Allen et al., 2018) valued by occupational 
therapists, there are many factors that could impact this relationship. Christon 
et al. (2016) found that therapist factors that presented as barriers to 
engagement included the therapist’s personality (if they didn’t ‘click’ with the 
child or parent), inexperience and difficulties in rapport building.  Past 
research on adherence to treatment for children with chronic illnesses 
identified influences such as child temperament and mood as impacting child 
engagement in community based settings (Christon et al., 2016). van 
Schalkwyk and Volkmar (2016) have recently identified more barriers to 
engagement specifically for children with Autism Spectrum disorder, which 
were not emphasised in the findings possibly due to the broad questioning 
used to gain information on child engagement in therapy general. These 
included social difficulties, communication difficulties and restricted interests 
which are important factors that could potentially mean more time is required 
to help the child feel safe and therefore influences the child’s engagement in 
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occupational therapy. These are all factors that could impact the development 
of the child-therapist relationship.  
10.4.4 Helping the child feel safe within the environment  
The results of this thesis demonstrate that therapists used strategies 
that reflected a competence-supportive approach to engage the child in 
therapy. While the child feeling safe within the relationship was explained as a 
relatedness-supportive approach, the child feeling safe within the environment 
also highlights the importance of helping the child experience success and 
avoiding failure. Therapists reported and were observed to help children 
experience both challenge and success which was facilitated by grading and 
adapting activities. Therapists consistently referred to the term “just right 
challenge”. This term has a long history of use in occupational therapy 
literature and has been used to describe how occupational therapists provide 
a child with an activity that isn’t too easy or too hard and thus, just right (Ayres 
& Robbins, 2005).   
Helping the child understand, explore and discover in therapy, by 
talking the child through the problem and guiding the child to find the solution, 
was another strategy reported to engage the child. The strategies therapists 
used here reflect aspects of the Cognitive Orientation (to daily) Occupational 
Performance (Rodger & Polatajko, 2017) whereby cognitive strategies (e.g. 
guided discovery) are used to enable successful occupational engagement for 
children with performance problems (Rodger & Polatajko, 2017). Helping the 
child through guided discovery can also reflect a competence-supportive 
approach.  
The findings of this thesis demonstrate examples of environment-level 
factors that influenced child engagement and have potential to specifically 
impact the child’s ability to experience success. These included the 
environment in which the session was carried out, distractions and child-
friendly resources. The findings support those of others where environmental 
setting (lighting, noise and seating) have been implicated in client 
engagement (Simmons-Mackie & Kovarsky, 2009). Milne (2009) suggested 
that a common aspect of working with children in occupational therapy may 
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involve reducing environmental distractions and noise to optimise the learning 
environment and enable greater opportunity for experiences of success.  
There are other therapist and intervention factors that impact the child’s 
ability to feel success. This can be dependent on the therapist’s ability to read 
and respond to the child. The assessment or intervention being carried out 
may also impact the therapist’s ability to help the child feel success. For 
example, a sense of competence may be difficult to facilitate when conducting 
a standardised assessment that cannot include grading or adapting the task 
or when providing intervention that involves discomfort or pain.  
10.4.5 Facilitating a sense of meaning and purpose 
At the start of this thesis, it was argued that the way occupational 
therapists engage clients may be unique within the health professional arena. 
Occupation-centred practice and facilitating meaning and purpose is 
grounded in occupational therapy (Rodger, 2010; Ziviani, 2015), and this 
focus is what makes occupational therapists distinct from other health 
practitioners. In regards to child engagement, the results of this thesis 
emphasise the importance of making therapy meaningful for the child. 
Therapists ensured there was a reason for doing the task (e.g. cookies 
to eat, writing name for a sign). Furthermore, giving the child control and 
valuing the child’s suggestions was another way in which therapists 
demonstrated autonomy support. Here, the therapists would give the child 
choice, follow the child’s lead, incorporate their ideas in therapy and organise 
activities that reflected the child’s interests.  
The findings of this thesis highlight that therapists demonstrated the 
ability to embed play, novelty and excitement within the therapy session. 
Findings from this thesis confirm past research which highlights that concepts 
such as fun, novelty, control and meaning have been found to influence 
therapy outcomes for children with unilateral hemiplegia involved in constraint 
induced therapy (Gilmore et al., 2010; Miller et al., 2015). For example, in a 
randomised comparison trial, undertaken by Miller et al. (2015), children 
experienced greater levels of volition when strategies that reflected being 
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autonomy supportive. These autonomy supportive strategies were similar to 
those identified in the findings of this thesis which included providing choice, 
novelty and fun within the upper limb intervention. The findings of this thesis 
add to the growing evidence that autonomy-supportive strategies and 
facilitating a sense of meaning and purpose help child engagement in therapy 
(Gilmore et al., 2010; Levac, 2016; Miller et al., 2015; Ziviani, 2015).  
While facilitating a sense of meaning and purpose was an evident 
strategy to engage the child, fostering a sense of meaning and purpose did 
not demonstrate as a strategy to facilitate parent engagement. This may be 
because it is the child’s occupational performance (e.g. self care skills) that is 
the focus of therapy and therapy goals. However, therapists did include the 
parent in the therapy session by valuing their input. Therapists demonstrated 
and reported many ways in which they would involve the parent in the therapy 
session and encouraged the parent to interact with their child. For example, 
some therapists used parent suggestions and ideas in the therapy session to 
ensure they were a valued part of the process.  
Providing a sense of meaning and purpose is foundational to 
occupational therapy (Rodger, 2010). However, the therapist’s ability to 
provide a sense of meaning and purpose can be impacted by therapy goals 
and the type of intervention being implemented. For example, in the school 
environment therapists may be expected to focus on teacher goals, rather 
than child goals. In addition, a child may not see purpose in a proposed 
intervention (e.g. stretches to maintain range of motion).  
10.4.6 Parent-therapist collaboration 
Therapists indicated how they try to help parents feel validated, by 
providing reassurance that they are doing the right thing, and this affirmation 
was seen as enhancing parents’ confidence in their abilities to support their 
children. Therapists helped the parent feel empowered by valuing them as 
active agents in the therapy process and encouraging their involvement in the 
session where possible. Collaborating was also deemed a strategy therapists 
used in a therapy session to engage the parent, where the parent and 
therapist worked together to identify strategies. All these strategies can reflect 
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the therapist harnessing all tenets of SDT (autonomy, relatedness and 
competence) to facilitate the parent’s engagement.  
A randomised control trial by An et al. (2017), that explored the 
collaborative intervention process and its impact on empowerment for parents 
of children receiving physical therapy services, demonstrated the importance 
of encouraging parent involvement in therapy process to help parents feel 
competent. The collaborative intervention process involved the use of the 
Canadian Occupational Performance Model (COPM) interview process for 
goal setting and reviewing change in child performance (Law, 2014); use of 
solution focused therapy to encourage visualising of preferred future and 
planning (De Jong & Miller, 1995); and understanding family routines and 
activities when engaging in shared implementation. The experimental group 
involved physical therapists receiving instructions about the collaborative 
intervention process and the comparison group of physical therapists received 
no training. Parents in the experimental group (where therapists implemented 
the collaboration intervention process) were more active in embedding 
interventions into their daily routines, recognising difficulties and adjusting the 
therapy plan, when compared to parents in the control group, where planning 
and implementation was predominantly therapist led. The authors concluded 
that parent participation facilitated in the collaborative intervention approach 
led to a greater sense of parent confidence to carry out activities in their lives 
than parents in the control group (An et al., 2017). The strategies embedded 
in the collaborative intervention process (collaborative goal setting, solution 
finding and implementation) are in line with the strategies outlined in this 
thesis that reflect a competence supportive approach.  
Parent-therapist collaboration is another important aspect of family-
centred practice (Hanna & Rodger, 2002). However, the results of this thesis 
demonstrated that parent-therapist collaboration wasn’t always possible. 
While occupational therapists in school settings valued parent input, and 
would try to involve parents in decision making where possible, there were 
organisational barriers impacting their ability to involve the parent. On the 
other hand, some organisations had the end of the session dedicated to home 
Rachel D’Arrigo – Chapter Ten 
 
295 
  
program generation and collaboration, as part of their service. While this 
thesis demonstrates the importance of parent-therapist collaboration to 
engagement, whether it is implemented or not is dependent on the context of 
therapy.   
Therapy expectations (Gopalan et al., 2010) and parent beliefs about 
self-efficacy (Solish, 2010) have also been proposed to impact parent 
engagement. One expectation the parent may have is that the therapist is the 
expert that provides therapy for their child (Graham, 2010). In OPC 
information provided by the parent is considered equally important as 
information provided by the therapist (Graham, 2010). Gathering information 
from parents facilitates discussions and reinforces parent expertise. This in 
turn reduces perceptions of the therapist as the exclusive expert, creating a 
space for collaboration (Graham, 2010).  
10.4.7 Challenges 
While the strategies of engaging children and parents in occupational 
therapy have been outlined in this thesis, the impact of contextual factors will 
always be a challenge for occupational therapists and engagement. Despite 
valuing family-centred practice, an occupational therapist’s ability to engage 
children and families in the therapy process is determined by the interaction of 
person (e.g. client characteristics, therapist characteristics and skills), 
environment (e.g. service factors) and occupation (influencing intervention 
characteristics).  
Occupational therapists are also faced with the challenge of seeing 
when disengagement in therapy is positive. Disengagement from therapy can 
be an outcome of a successful encounter. The child and parent’s goal 
achievement which inevitably, leads to disengagement, can be a positive 
experience which can facilitate the seeking of future therapy involvement 
when new goals arise.  
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10.5 Implications for practice 
Findings from this thesis have the potential to inform how occupational 
therapists undertaken clinical decisions when working with children and 
families. In everyday practice, developing and experienced occupational 
therapists can confront children and parents that may be challenging to 
engage, whether this be due to client- or service- related factors. The current 
findings offer occupational therapists with a “go to” model of engagement, 
which they can consider when these situations arise.  
The Lighthouse Model of Engagement provides a structure for helping 
to understand child and parent engagement (affective, cognitive and 
behavioural) to assist in considering how to varying practice to optimize the 
way in which children and parents are engaging.  Specifically, occupational 
therapists working in developmental and rehabilitation settings tend to use 
approaches that align clearly with SDT. The aspects of practice, which reflect 
autonomy-, competence-, and relatedness-supportive strategies, embedded 
within the Lighthouse Model of Engagement, can also be used to help  
occupational therapy students, and new graduates understand how to modify 
their engagement strategies to optimize client involvement in therapy.  
The review of measures of parent and child engagement in therapy, 
undertaken in this thesis, also provides occupational therapists with some 
options for documenting this important aspect of service delivery.  These 
measures can be used for developing or experienced occupational therapists 
as a reflective tool when they are working towards improving the engagement 
of their clients in sessions and who wish to improve their engagement skills.  
While the context in which therapy is carried out has been highlighted 
as influencing engagement, what has not been emphasised is the significance 
of working within the child and parent’s environment (home, community and 
school) rather than the therapist’s environment (clinic or hospital). Working 
within the child’s or parent’s environment for a particular occupational goal 
(e.g. dressing independently at home) would be more meaningful to the child 
and parent. It is ideal to work on the occupational goal in the relevant context, 
however, there are many factors that can impact the ability to do so. In an 
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Australian context, factors such as parent availability (work), school factors 
(not allowing therapists in to the school to work on handwriting) and service 
factors (e.g. caseload capacity impacting the timing of appointments and not 
allowing occupational therapists to do home visits as travel is not cost 
effective) can impact where therapy is actually carried out.  
There have been many facilitators and barriers of engagement such as 
client-, therapist- and service- factors identified in this thesis. It is up to the 
therapist to be responsive to these factors, particular when the goal (e.g. self-
care) does not match the context in which therapy is carried out (e.g. school) 
in order to facilitate the best outcomes. If the occupational therapist see’s the 
child at school, the occupational therapists can send a parent a picture, video 
and/or organise to meet at the clinic or home during the holidays period to 
touch base on the strategies used to achieve self-care goals. If the 
occupational therapist is seeing the child at the clinic, she or he might ask the 
parents to bring in items from home that they use to help practice the goal 
(the type of food they eat and socks/shoes). An occupational therapists 
seeing a child at home for school goals (e.g. self-regulation and handwriting) 
can meet or contact the teacher outside of the session. Occupational 
therapists can implement these responsive strategies to overcome client-, 
therapist- and service-factors which have to potential to impacting 
engagement. 
10.6 Strengths and weaknesses 
10.6.1 Strengths  
The findings in this thesis provide an in-depth understanding of child 
and parent engagement from the unique perspective of occupational 
therapists. Information has been gathered from occupational therapists 
representing a variety of services, who work with a diverse range of children 
with disabilities, conditions and parents (socio-economic status). Overall, 
occupational therapists’ years of clinical experience ranged from 6 months to 
30 years. Occupational therapists had the opportunity to be involved in two 
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phases on this study, allowing more time for reflection. These strengths of the 
study enhance generalisability and transferability of the findings.  
Interviewing underwent pilot testing and included two researchers. A 
triangulation approach where multiple data sources (occupational therapists 
from different settings) and different methods (focus group, individual 
interviews, observations and key informant interviews) were implemented 
which increased credibility and validity of findings. Member checking was 
completed to ensure trustworthiness of the data and results. The process of 
coding and reviewing of codes/themes involved two, sometimes three 
researchers and review by all members of the research team. Another 
strength of this research is that peer checking was undertaken, which involved 
gaining the input and perspectives of other researchers from overseas 
working in different contexts (Toronto, Canada). 
10.6.2 Limitations 
This thesis is limited to an understanding of child and parent 
engagement from occupational therapist perspectives due to the practical 
constraints of this doctoral program. It did not gain perspectives of 
engagement from children and parents. This is a considerable limitation, as 
child and parent perspectives are valued, and in addition, past research 
shows there are discrepancies between therapist and parent perspectives 
about engagement (Solish, 2010).  King et al. (2017) suggests that the signs 
of child engagement can vary for children and youth. This thesis did not 
explore the engagement of children of different ages, particularly youth, nor 
did it emphasise the different strategies used for children of various ages or 
diagnostic groups. This thesis is also limited to occupational therapist 
perspectives, and other health professional perspectives on therapy 
engagement were not gained. While this thesis focused on gaining 
occupational therapy perspectives, future research that includes the 
perspectives of other health professionals would expand an understanding of 
therapy engagement.  
While the findings of this thesis do identify some differences/similarities 
in child and parent engagement across different occupational therapy 
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services, this was not the focus of the investigation. In-depth analysis into the 
differences and similarities in child and parent engagement for different 
services would involve extending recruitment and has the potential to extend 
research findings. 
An additional limitation is that occupational therapy perspectives about 
child and parent engagement were explored broadly, and did not specify age 
ranges or diagnostic groups. The signs and strategies used for child 
engagement likely varies with different ages. Likewise, parent engagement in 
therapy may also present differently at different stages of the child’s life, and 
therefore, strategies used to engage the parent may change accordingly. 
However, the scope and focus of this thesis was to capture child and parent 
engagement in occupational therapy in general rather than focusing on 
therapy engagement of children (and their parents) of different age and 
diagnostic groups.  
10.7 Future areas of research 
Some recommendations for future research areas include further 
exploration of child and parent engagement in occupational therapy through 
the perspectives of children and parents. Research can also be specialised to 
particular ages and diagnostic groups. As explained above, there have been 
past discrepancies between parent and therapist perspectives about therapy 
engagement (Solish, 2010). Further research that explores child and parent 
perspectives will confirm the domains of and the strategies for child and 
parent engagement in occupational therapy. Future research that involves the 
perspectives of other health professionals on the engagement of children and 
parents in therapy could also extend these findings.  
Research that explores how child and parent engagement predicts 
outcomes would benefit this area of study. This will require the use and 
possible further development of measurement tools to capture child and 
parent therapy engagement. Once an optimal measure of child and parent 
engagement is developed, the effectiveness of the strategies of child and 
parent engagement identified in this thesis can be tested. Measuring 
engagement over time will allow identification of effectiveness of particular 
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strategies. Understanding effectiveness of engagement strategies can allow 
development of a strategy list to allow therapists to monitor their practice. 
10.8 Conclusion 
This chapter has summarised the main findings of this thesis and how 
an understanding of therapy engagement for children and parents in 
occupational therapy can be portrayed. A model of therapy engagement has 
been presented that outlines the process and the state of child and parent 
engagement in occupational therapy. The thesis findings are in line with the 
process proposed in the introductory chapter of this thesis, how using the 
tenets of SDT (autonomy, relatedness and competence; Ryan & Deci, 2017) 
can be the key to child and parent engagement in therapy. The results of this 
thesis also highlight how the state of child and parent engagement can be 
represented by the affective, cognitive and behavioural domains of 
engagement first presented by King et al. (2014). This final chapter has 
delineated the specific nuances of child and parent engagement in 
occupational therapy and the role of contextual factors that impact 
engagement in therapy. Clinical implications, strengths and limitations of this 
thesis have been discussed. Future research which highlights the need to 
explore child and parent perspectives has been suggested to further advance 
an understanding of child and parent engagement in occupational therapy.  
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years from date of this letter.  (In accordance with National Statement 
5.5.3) 
 
2. In accordance with the National Statement (3.3.12), before beginning 
the clinical phase of the research, researchers should register clinical 
trials in a publicly accessible domain. 
 
3. Please note if identifiable or potentially re-identifiable data for this 
research project is to be accessed without je written consent of the 
person to whom the data relates an application for disclosure of this data 
must be made under the Public Health Act.  Further information 
regarding the Public Health Act is available via this link:  
http://www.health.qld.gov.au/ohmr/html/regu/aces_conf_hth_info.a
sp  
 
4. If the project does not proceed, the Committee must be informed as 
soon as possible. (In accordance with National Statement 5.5.6) 
 
5. The Committee must be informed of any potential or realised problem 
with bioethical implications, if such occurs during the conduct of the 
research project.   
 
6. Any serious adverse event (SAE) that arises in the context of this 
research, or involving a researcher conducting this research, must be 
reported to the Ethics Committee within 72 hours and reported to the 
sponsor (if applicable) within the stipulated time frame.   
 
Serious Adverse Event Reports that are generated off-site may be (a) 
Serious Unexpected Adverse Reactions or (b) Serious Events which 
the Research Team believes cannot be related to the research 
intervention.  The Research team must report incidents of (a) during 
multi-centre trials.  Such are required to be submitted to the Chair of 
HREC on receipt by the researcher.  A summary of the SAE reports is 
to accompany the submission.  Information required includes; patient 
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details (age & sex), adverse event, outcome and the likelihood of the 
event being related to the study drug/device/procedure.   
 
With respect to all SAEs, the researcher must provide his or her 
opinion as to whether the SAE is directly related to the research 
intervention.   A copy of the SAE Summary must be provided.  
(This can be obtained from the Ethics Officer) 
 
7. Amendments to the research project which may affect the ongoing ethical 
acceptability of a project must be submitted to the HREC for review. Major 
amendments should be reflected in a revised online NEAF (accompanied 
by all relevant updated documentation and a cover letter from the 
principal investigator, providing a brief description of the changes, the 
rationale for the changes, and their implications for the ongoing conduct 
of the study). Hard copies of the revised NEAF, the cover letter and all 
relevant updated documents with tracked changes must also be 
submitted to the HREC and the RGO as per standard HREC/RGO SOP.  
 
8. The Ethics Committee may conduct a randomly identified audit of a 
proportion of research projects approved by the Committee.  That audit 
process will look at such issues as; 
a. Security of Documents 
b. Consent Form Register 
c. Serious Adverse Events Register 
d. Withdrawal of Participants – who and why 
e. The de-identification of data 
 
9. Ethical approval to undertake this research project is given on the 
understanding that you have an intention to publish your findings in a 
refereed journal or similar peer-reviewed forum.  If you do not have this 
intention, it is an absolute requirement that you notify the Ethics 
Committee formally.  In this latter instance, approval for this research is 
not given at this time; and will require further negotiation.  Your work 
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must be in accordance with the following: 
 
 National Statement on Ethical Conduct in Human Research: 
 https://www.nhmrc.gov.au/guidelines/publications/e72 
 Queensland Health Management Research Policy: 
http://www.health.qld.gov.au/ohmr/html/regu/resrch_mge_po
licy.asp 
  Declaration of Helsinki:   
  http://www.wma.net/en/30publications/10policies/b3/17c.pdf 
 Guidelines under Section 95 of the Privacy Act1995 and 
Guidelines approved under Section 95A of the Privacy Act 1995. 
http://www.health.qld.gov.au/ohmr/html/regu/aces_conf_hth_
info.asp 
  Queensland Health Privacy Guidelines IS42 & IS42A: 
  http://www.health.qld.gov.au/privacy/IS42A.asp  
 
10. Researchers should note, if not QLD Health employees, a Blue Card 
may be required for contact with children. 
 
11. The Researcher must send the ‘Notification of Commencement of 
Research Protocol’ as soon as research begins.  Status of the project 
will remain as ‘Not Started’ until this form is received. 
 
Should you have any queries about the HREC’s consideration of your project please 
contact Amanda Smith (Co-ordinator) or Professor John Pearn (Chairperson).  The 
HREC terms of Reference, Standard Operating Procedures, membership and 
standard forms are available from:  
http://www.health.qld.gov.au/ohmr/html/regu/regu_home.asp 
 
You are reminded that this letter constitutes ethical approval only.  This project 
cannot proceed at any site until separate research governance authorisation has 
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been obtained from the CEO or Delegate of the institution under whose auspices 
the research will be conducted at that site. 
 
The HREC wishes you every success in your research. 
 
Yours sincerely, 
 
 
Professor Alan Isles 
Deputy Chair 
Children’s Health Queensland  
Hospital and Health Service 
Human Research Ethics Committee 
 
Cc: Ethics Committee Files 
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11.5 Appendix 5. Child Health Queensland low and negligible risk 
ethical approval amendment 
CHILDREN’S HEALTH QUEENSLAND 
HOSPITAL AND HEALTH SERVICE     
HUMAN RESEARCH ETHICS COMMITTEE 
 
Professor John Pearn  (Chair) 3069 7228 
Mrs Amanda Smith (Co-ordinator)  3069 7002 
 
 
 
 
 
Level 7, Centre for Children’s Health Research 
Lady Cilento Children’s Hospital Precinct 
62 Graham Street, South Brisbane  QLD  4101 
Telephone (07) 3069 7002 
 
17th November 2016 
 
Miss Rachel D'Arrigo 
School of Health and Rehabilitation Sciences  
The University of Queensland  
Therapies Building 
St Lucia, QLD  4069 
 
Dear Miss D'Arrigo, 
 
HREC Reference number: HREC/16/QRCH/321   
Project title: Understanding the engagement of children and families in therapy 
from the perspective of occupational therapists.  
Amendment number: HREC/16/QRCH/321/AM01 
  
Many thanks for your letter of the 9th November regarding an amendment to the 
above project.  The Committee notes that you wish to provide a $20 voucher to 
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therapists participating in this study.  This has now been reviewed and I am happy to 
give approval on behalf of the Committee. 
 
The Children’s Health Queensland HREC is constituted and operates in accordance 
with the National Health and Medical Research Council’s “National Statement on 
Ethical Conduct in Human Research (2007), NHMRC and Universities Australia 
Australian Code for the Responsible Conduct of Research (2007) and the 
“CPMP/ICH Note for Guidance on Good Clinical Practice”. 
 
It should be noted that all requirements of the original approval still apply.  
 
Yours sincerely,  
 
 
 
Professor Alan Isles 
Deputy Chair 
Children’s Health Queensland  
Hospital and Health Service 
Human Research Ethics Committee 
 
Cc: Ethics Committee Files 
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11.6 Appendix 6. Private practice one gate keeper letter approval 
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11.7 Appendix 7. Private practice two sole trader grate keeper approval 
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11.8 Appendix 8. Participant Information Sheet for Clinician 
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11.9 Appendix 9. Consent Form for Clinician  
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11.10 Appendix 10. Participant Information Sheets for Clinician Phase 
Two  
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11.11 Appendix 11. Consent Forms for Clinician Phase Two 
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11.12 Appendix 12. Participant Information Sheet for Parent /Guardian 
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11.13 Appendix 13. Consent Forms for Parent/Guardian 
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11.14 Appendix 14. Participant Information Sheet and Consent Form for 
Child  
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11.15 Appendix 15. Occupational Therapy background information form 
 
Occupational Therapist Background Information Form 
 
Please complete this information. Your answers will help us ensure we have been 
able to capture information from a wide range of practitioners. All details will be 
confidential and de-identified.  
 
1. How many years have you worked as an Occupational Therapist? 
 Full-time __________years 
 Part-time __________years  
 Casual____________ years 
 Other_____________ (please specify)___________years    
 
2. How many years have you worked as an Occupational Therapist in a 
Paediatric setting?   
 
 Full-time __________years 
 Part-time __________years  
 Casual____________ years 
 Other_____________ (please specify)___________years    
 
 
3. What is your current employment status? 
 
 Full-time (40 hours) 
 Part-time (20-39 hours) 
 Casual (1-20 hours) 
 Other____________(please specify) 
 
 
4. Please indicate the type of tertiary education you have completed (please 
check all that apply): 
 
 Bachelor’s degree 
 Master’s degree 
 Honours graduate 
 Doctor of Philosophy (please specify)_____________________ 
 Other (please specify) ___________________________________ 
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5. Please indicate your age (in years and months) and gender: 
 
Age: _________ years________months 
 
Gender: Male    Female     Other  
 
 
6. What kind of paediatric setting have you worked in throughout your career 
(check all that apply)? 
 
 Education setting e.g. school 
 Hospital 
 Rehabilitation  
 Community 
 Private practice 
 Disability services 
 University clinic 
 Not for profit organisation 
 Other______________________________ (please specify) 
  
 
7. What are the age groups you have worked with throughout your career 
(check all that apply)? 
 
 Infant: 0-2 years 
 Before school age: 3-4 years 
 School age: 4-18 years 
 0-18 years 
 Other______________________________ (please specify) 
 
8. What kind of paediatric setting do you currently work in (please tick one 
only)? 
 
 
 Education setting e.g. school 
 Hospital 
 Rehabilitation  
 Community 
 Private practice 
 Disability services 
 University clinic 
 Not for profit organisation 
 Other______________________________ (please specify) 
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9. What are the age groups you currently work with (check all that apply)? 
 
 Infant: 0-2 years 
 Before school age: 3-4 years 
 School age: 4-18 years 
 0-18 years 
 Other______________________________ (please specify) 
 
10. What kind of interventions have you provided throughout your career (check 
all that apply)? 
 
 Rehabilitation 
 Developmental 
 Mental health 
 School support  
 Family/parent support 
 Social skills 
 Behavioural 
 Other______________________________ (please specify) 
  
11. What kind of interventions do you currently provide (check all that apply)? 
 
 Rehabilitation 
 Developmental 
 Mental health 
 School support  
 Family/parent support 
 Social skills 
 Behavioural 
 Other______________________________ (please specify) 
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11.16 Appendix 16. Semi-structured interview guide for phase one 
 Thank you 
 Value the opportunity to talk with you and draw on your experience and 
expertise about what you think child and parent engagement is and 
what you feel influences the engagement of your client throughout the 
therapy process.  
 Each perspective is valuable and no perspectives will be challenged. 
  There are no right or wrong answers, there’s nothing we are 
specifically looking for you to say, we just want to know what you think 
and everything you think is really useful. 
 I will be taking notes to remind me of your ideas and help me guide the 
direct the discussion. 
  We have a voice recorder to capture everyone’s thoughts. Please try 
to speak clearly so the recorder can capture the information.  
 The focus group/interview will take about an hour. 
 Does anyone have any questions? Is everybody ready to begin? 
 
1. So can you tell me briefly about your service to children and 
families- what does it involve?  
 
2. In the context of working with children and families, tell me 
briefly, when I say engagement, what words or thoughts come to 
mind? 
 
Probe: What words would you use to describe engagement or involvement? 
 
3. Now I want to talk to you about parent and child engagement, we 
will talk about each of these separately. So in terms of your 
service, where would you like to start, child engagement or parent 
engagement? Can you describe for me how YOU KNOW the 
parent/child is engaged? 
 
Probe: What do they look like? What do they do/say? How do you think 
they feel or think when they are engaged? Out of the session? 
 
4. What are the reasons why they might be engaged? 
  
Probe: What leads to them being engaged? What is it about their motivation? 
What is it about the activities?   
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5. Let’s think about when the parent/child is not engaged. How can 
you tell they are not engaged? 
 
Probe: What do they look like? What do they do/say? How do you think they 
feel or think when they are not engaged? Out of the session? 
 
6. What are the reasons why they might not be engaged? 
 
Probe: What leads to them being not being engaged? What is it about their 
motivation? What is it about the activities? 
 
7. Let’s focus more on what you do as a therapist to engage 
parents/children. How do you think you influence a 
parent’s/child’s engagement? 
  
Probe: What is it about your interaction? What skills/strategies do you use? 
Approaches? Resources?  
 
8. So besides what you do as a therapist, tell me about what else do 
you think affects or influences the child’s/parent’s engagement.  
 
Probe: What about their family situation/circumstances? Any other family 
situational facilitators/barriers that influence engagement? What about the 
organisation/service? Any other service facilitators/barriers?  
 
9. Why do you think it is important to engage children/parents? 
 
Probe: Why is it beneficial? What happens when they are engaged? What 
happens when they are disengaged? 
 
10. Can you describe the engagement of children/parents at different 
time points of the therapy process (initial assessment, ongoing 
therapy or towards discharge)?  
 
  
Rachel D’Arrigo – Appendices 
345 
 
 
Probe: How do you know the child/parent is engaged across the course of the 
therapy process? What do you think influences their engagement overtime?  
 
11. Now I want to talk to you about parent/child engagement. Can you 
describe for me how YOU KNOW the parent/child is engaged? 
 
Probe: What do they look like? What do they do/say? How do you think 
they feel or think when they are engaged? Out of the session? 
 
12. What are the reasons why they might be engaged? 
  
Probe: What leads to them being engaged? What is it about their motivation? 
What is it about the activities?   
 
13. Let’s think about when the parent/child is not engaged. How can 
you tell they are not engaged? 
 
Probe: What do they look like? What do they do/say? How do you think they 
feel or think when they are not engaged? 
 
14. What are the reasons why they might not be engaged? 
 
Probe: What leads to them being not being engaged? What is it about their 
motivation? What is it about the activities?  
 
15. Let’s focus more on what you do as a therapist to engage 
parents/children. How do you think you influence a 
parent’s/child’s engagement? 
  
Probe: What is it about your interaction? What skills/strategies do you use? 
Approaches? Resources? 
 
16. So besides what you do as a therapist, tell me about what else do 
you think affects or influences the child’s/parent’s engagement.  
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Probe: What about their family situation/circumstances? Any other family 
situational facilitators/barriers that influence engagement? What about the 
organisation/service? Any other service facilitators/barriers? 
 
17. Why do you think it is important to engage children/parents? 
 
Probe: Why is it beneficial? What happens when they are engaged? What 
happens when they are disengaged? 
 
18. Can you describe the engagement of children/parents at different 
time points of the therapy process (initial assessment, ongoing 
therapy or towards discharge)?  
 
Probe: How do you know the child/parent is engaged across the course of the 
therapy process? What do you think influences their engagement overtime?  
 
19. Is there anything else you would like to add about child and 
parent engagement?
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11.17 Appendix 17. Key informant interview for phase two 
 
 Thank you for having me observe and video tape the session with ___ 
and his/her parents.  
 We really value the opportunity to talk with you and draw on your 
experience and expertise about what you feel influences the 
engagement of your client throughout the therapy process. 
  Your thoughts are valuable and no perspectives will be challenged.  
 There are no right or wrong answers, we are not looking for anything in 
particular, so any thoughts you have are really helpful. 
  I will be taking notes to remind me of your ideas and help me guide the 
discussion. We have a voice recorder to capture your thoughts 
 . Please try to speak clearly so the recorder can capture the 
information. The interview will take about 30-45 minutes. Do you have 
any questions before we begin? 
 
1. So maybe we can start with giving me a bit of background of the 
child you are working with- the age/diagnosis, how long you have 
been working with them? 
 
 
2. So tell me, what are you working towards with _____ and his/her 
parents? 
 
Probe: What are the goals that you are all working on? 
 
 
3. Tell me about ____ engagement today? 
 
Probe: How could you tell when she/he was engaged? How could you tell 
when she/he was not engaged? Was this a usual session for ___? What is his 
engagement like usually? 
 
 
4. Before we talk about what you do to engage ___ do you think there 
are any other factors that might have affected ___ engagement 
today? Anything about ___context? Anything about school, family, 
time of the day or the way the room was set up?  
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Probe: What do you think helped him/her engage? What do you think 
didn’t help him engage?  
 
5. In today’s session, what did you do to engage _____?  
 
Probe: What was it about your interaction? What skills/strategies did you 
use? Approaches? Resources? How did you set up the environment, the 
activities, the situation etc. to support their engagement? 
 
6. I saw you ______ (draw strategies/behaviours from the session) with 
____. Can you tell me about that?  
 
Probe: Why did you do that? How did they react to this? Are there any other 
strategies you use with him/her? Are there any other strategies you are 
thinking of trying? 
 
7. Is there anything ____ does outside the therapy session that shows 
you____ is engaged? 
 
 
8.  Now I want to talk to you about ___ parent’s engagement today and 
in therapy in general. So first, what did you think about his/her 
parent’s engagement today? 
 
Probe: How could you tell when she/he was engaged? How could you tell 
when she/he was not engaged?  Was this usual for them? 
 
9. What do you think of their engagement in general? 
 
Probe: Is there anything his/her parent’s do outside of the therapy session 
that shows you they are engaged? What do you think of their engagement 
overtime?  
 
10. Before we talk about what you do to engage ___ do you think there 
are any other factors that might have affected ___ engagement 
today? Anything about ___context?  
 
Probe: What do you think helped him/her engage? What do you think 
didn’t help him engage? Personal factors? 
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11. In today’s session, what did you do to engage _____ parents?  
 
Probe: What was it about your interaction? What skills/strategies did you 
use? Approaches? How did you set up the environment, the activities, the 
situation etc. to support their engagement?  
 
 
12. I saw you ______ (draw strategies/behaviours from the session) with 
his/her parents. Can you tell me about that?  
 
Probe: Why did you do that? How did they react to this? Are there any other 
strategies you use with him/her? Are there any other strategies you are 
thinking of trying? 
 
13. Anything else to comment on about child and parent engagement 
you want to comment on? 
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11.18 Appendix 18. Coding strategy for study on parent engagement  
(Paper 3) included in methodology chapter (Chapter 5) 
1.0 What parent engagement looks like 
1.1 Parent brings child, attends session or aware and acknowledges therapy 
1.2 Parent is worried or anxious 
1.3 Parent has a relationship with therapist, feels comfortable with and trusts 
therapist 
1.4 Parent shows understanding of therapy 
1.5 Parent carries over strategies 
1.6  Body language 
1.7 Ongoing exchange of information (gives feedback, questions, updating, 
checking and clarifying, do own research, communication with therapist, shows 
interest, wants to know more) 
1.7.1 Collaboration, problem solving and coming up with own solutions 
1.8 Enthusiasm and commitment 
1.9 Parent takes part in therapy session 
1.10 Parent liaises with teacher or the rest of team about therapy 
1.11 Different for different parents 
1.12 Hard to tell 
1.13 Parent enjoys therapy session 
1.14 Different for different settings and environments 
2.0 What affects parent engagement 
2.1. What therapists do to engage parents 
2.1.1 Build the relationship and rapport 
2.1.1.1 Share personal information 
2.1.2 Facilitate parent to be part of session 
2.1.3 Working together (coaching, problem solving, sharing information, 
negotiation, understanding values, giving choice, goal setting, review goals 
together, ask parents questions, collaboration) 
2.1.3.1 Empowering parent to contribute (parent is the expert) 
2.1.3.2 Understand the parent 
2.1.3.3 Challenge them 
2.1.3.4 Support the parent 
2.1.4 Be open and honest with parent 
2.1.5 Communicate with parents (via preferred method) and other 
stakeholders 
2.1.5.1 Check parent understands 
2.1.6 Highlight family and child's strengths and progress 
2.1.7 Make follow up and therapy manageable for parent 
2.1.8 Involve parents in school settings 
2.1.9 Show confidence that therapist is capable 
2.1.10 Adapt and be sensitive to family characteristics and cultural needs 
2.1.11 Give them things to do at home  
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2.1.12 Be sensitive to family circumstances and take things slow with the 
parent if needed 
2.2 Parent feelings and perceptions 
2.2.1 Parent feels child is comfortable with therapist 
2.2.2 Parent feels therapy can or does help them and their child 
2.2.3 Parent feels supported or is looking for support 
2.2.4 Parents grief and past trauma 
2.2.5 Parent understands therapy and reasons for recommendations 
2.2.6 Parent feels concerned or worried about their child 
2.2.7 Feel that they have a role 
2.2.8 Parent feels understood 
2.2.9 Parent feels respected, valued and validated 
2.2.10 Feeling empowered 
2.5 Child's needs impact parent engagement 
2.6 Past experience with therapy or health professionals 
2.7 Nature of service or the session can influence engagement 
2.7. 1Nature of session 
2.7.2 Time demands and flexibility of the service 
2.8 Family circumstances influences parent involvement 
2.9 Parent engagement over time 
2.9.1 Peaks and troughs overtime 
2.9.2 The child’s progress influences engagement 
2.9.3 Parent feels supported overtime 
2.10 Therapist characteristics and choice of approaches  
2.11 Reason for coming to therapy 
2.13 Parent has different views to therapist 
2.12 Primary carer not bringing child to therapy 
2.13 Family characteristics 
2.14 Therapist readiness for therapy 
3.0 What does parent disengagement look like 
3.1 Negative body language 
3.2 Lack of input or interest in therapy 
3.2.1 Does not understand or value therapy or therapist and resistant to 
strategies 
3.2.2 Inconsistent attendance 
3.2.3 Does not follow through 
3.3 Lack of communication with OT or other stake holders 
3.4 Parent not responding to child’s needs 
4.0 What leads to parent disengagement 
4.1 Family circumstances make it hard to be involved, not being in the right place. 
4.2 Nature of service can lead to disengagement 
4.2.1 School OT related barriers 
4.3 Parent preconceptions or expectations of therapy (past experience, therapist is 
the expert) and mismatch of  between of perceptions 
4.4 Parent misunderstanding or not understanding 
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4.5 Parent feels therapist doesn’t understand them 
4.6 Not making therapy manageable 
4.7 Parent not a part of the collaborative process or not given a role 
4.8 Therapy is not relevant 
4.9 Trauma and grief 
4.10 Cannot see hope for their child, reluctant to try activities 
4.11 Family characteristics leads to disengagement 
5.0 Benefits of parent engagement 
5.1 Everyone feeling positive 
5.2 Helps parents carry over 
5.3 Related to achievement of outcomes 
5.4 Developing the relationships and therefore more information is shared 
6.0 Parent's and child's engagement influences each other 
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11.19 Appendix 19. Coding strategy for study on child engagement 
(Paper 4) included in methodology chapter (Chapter 5) 
1.0 Signs of engagement or disengagement 
1.1 Overt or recognisable signs of engagement or disengagement 
1.1.1 Golden moments of flow, child independent in activity, giving it a go 
and ideas, enthusiastic, happy  (linked to meaning and purpose) 
1.1.2 Focused attention (linked with enjoyment and interested, body 
language) 
1.1.3 Positive or negative body language 
1.1.4 What they say or vocalise 
1.1.5 Shared experiences with therapist or parent (interaction, 
communication, response, connection, attention, linked to relationship) 
1.1.6 Child tries strategies outside of therapy 
1.1.7 Not trying their best, avoidance or reduced attention 
1.1.8 Negative behaviour (meltdowns, running away) 
1.1.9 Not doing what was suggested in therapy (e.g. exercises) 
1.1.10 Fluctuations in engagement 
1.2 Different for different children 
1.2.1 Different signs for different children and different for different life 
stages (linked to fluctuations of engagement) 
1.2.2 Hard to tell 
1.2.3 Engagement influenced by the condition or diagnosis  
1.2.4 Sensory related strategies or sensory informed approaches  
1.2.5 Depends on what is happening for the child in their life (internal e.g. 
tired or external e.g. family issues) 
1.2.6 Therapists develop understanding of child's engagement cues over 
time (might be through parent) 
1.2.7 Is it behavioural or is it you can’t engage 
2.0 It's about the child feeling safe 
2.1 Child feelings 
2.1.1 Child feelings when engaged (anxious- to please others, safe, 
success, competence, achievement, pride- linked with enjoyment) 
2.1.2 Child feelings when disengaged (lack of sense of competence, 
anxious, bored, shame, frustration, anger, lack of success, afraid, not 
feeling safe) 
2.2  Facilitators and barriers to child feeling safe 
2.2.1 The relationship and rapport with the therapist e.g. feels safe, see's 
parent is comfortable 
2.2.2 Support from others (teachers, parents, siblings), what others say 
about therapy or the child 
2.2.3 Past experiences (anxiety, familiarity) 
2.2.4 Task is or is not the right fit- too difficult or too easy for child 
2.2.5 Child is or is not involved in therapy process or not prepared well for 
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therapy  
2.2.6 Grief due to loss of function 
2.2.7 Parent engagement influences child's engagement (attachment) 
2.3 What the therapist does to help the child feel safe 
2.3.1 Building the relationship (making a connection, trust, rapport, 
genuine, help child feel safe, knowing and understanding the child) 
2.3.2 Responding to and being flexible with the child's cues and needs  
2.3.3 Clear expectations of session structure 
2.3.4 Acknowledging child's perspectives and involving child in the 
process (choice, helping them understand, problem solving together, 
acknowledgement). 
2.3.5 Help child feel success or challenge (adapting, grading for success, 
praise, safe, using strengths, positive experiences) 
2.3.6 Helping the child feel validated and accepted 
3.0 Meaning and purpose 
3.1 Enjoying or interested in therapy, fun, see's meaning and purpose  (includes 
how child goals are addressed, linked to feelings such as excitement, enjoyment 
and safe and overt signs e.g. golden moments) 
3.2 Therapist makes it enjoyable, fun, interesting, meaningful, knows the child  
3.3 Using your interactions or use of self (linked to relationship) 
3.4 Not having fun leads to disengagement 
3.5 When child does not see value or purpose in therapy leads to 
disengagement   
3.6 Motivational reasons or strategies (external rewards, to please others, 
internally driven, external vs internal, group or social motivation) 
3.7 Different goals emerge depending on time in child's life informing goals and 
reflects engagement in OT 
4.0 Service factors 
4.1 Resources, timing, flexibility, approaches used, team approach helps 
4.2 Nature of the session or environment related factors influencing engagement 
4.3 How therapists prepare themselves for the session 
4.4 OT's help other professions engage children 
5.0 Child benefits of engagement (For child learning, achieves goals, future, 
child gets the most out of the session, child mastery and belief in themselves) 
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11.20 Appendix 20. Coding strategy for study on therapy engagement 
strategies (Paper 5) included in methodology chapter (Chapter 5) 
1.0 What the therapist does to engage the child 
1.1 Help the child feel comfortable  
1.2 Attend to child feelings, thoughts and behaviours and make a 
genuine connection 
1.3 Presentation of the session, activity or intervention 
Prize at end but not an incentive 
1.4 Giving the child control and valuing their input 
1.5 Use of self 
1.6 Help the child achieve the activity or feel success 
1.7 Help the child understand, explore and discover 
1.8 Managing expectations 
1.9 When child is disengaging (embedded in other subthemes) 
2.0 What therapist does to engage the child and parent 
2.1 Involve significant others  
2.2 Facilitating child and parent interaction and relationship 
2.3 Embodied or automatic practices for therapist, not conscious of 
their actions or strategies 
2.4 Child, parent and therapist all doing activity together, working 
together, explore together, anticipate together 
2.5 Relating to child and parent context outside of therapy 
2.6 Positioning of self in therapy session 
2.7 Resources for home  
2.8 Coordinating attention to child and parent 
3.0 What therapist does to engage the parent 
3.1 Finding a connection, therapist interaction 
3.2 Listening, explaining, demonstration and discussion throughout the 
session (feedback, checking in, reviewing goals) 
3.3 Include parent in session activities and value their input 
3.4 Collaboration (including discussion of what to do at home, how to 
achieve goals, flexible with parent wants) 
3.5 Helping them understand child progress made 
3.6 Build parent confidence 
 
